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Important  Note  This  drug  is  not  a simple  analgesic.  Do 
not  administer  casually  Carefully  evaluate  patients  be- 
fore starting  treatment  and  keep  them  under  close  su- 
pervision. Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc  ) before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  who  cannot  be  observed  fre- 
quently Warn  patients  not  to  exceed  recommended 
dosage  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia):  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions, significant  weight  gain  or  edema.  A one-week 
trial  period  is  adequate  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications  Children  14  years  or  less;  senile  pa- 
tients; history  orsymptomsofGI  inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia, history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
pertension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings  Age,  weight,  dosage,  duration  of  therapy,  ex- 
istence of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred. 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logica  I examination  Swelling  of  an  kies  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug. 
Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies.  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc.  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty. 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy.  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occultG.1.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 


Sally's  back  in  sew  biz ! 
After  an  arthritic  flare-up. 


Next  time...  Butazolidin’  alka  Geigy 

Each  capsule  contains: 

1 00  mg  phenylbutazone  USP 
1 00  mg.  dried  aluminum  hydroxide  gel  USP 
1 50  mg.  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheuma- 
tica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo. 


coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  ( B ) 98- 1 46-070-G 

Serious  side  effects  do  occur.  Select  patients  care- 
fully (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions,  warn- 
ings, contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley.  New  York  1 0502 


BU- 8354-9 


Last  week 

he  got  three  new  clients, 
four  rush  orders, 

and  constipation* 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET"  ENEMA  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
f ar  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  burning  they  can  cause.  More  physio  logical  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  disturb  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  constipation-prone  patients. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  or  when  prescribed  by  a physician.  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 


The  professional  aid  to  constipation  relief 


C.  B.  FLEET  CO.,  INC.,  Lynchburg,  Va.  24505 


SOMETHING 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Compai 

HARTFORD.  CONNECTICUT 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  Syphilis.  ®I972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  I 
carefully  examined  and  monthly  serological  follow-up  for 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  w 
atopic  individuals.  Clinical  effectiveness  should  be  monitored 
detect  evidence  of  development  of  resistance  of  N.gonorrhoec 

Adverse  reactions:  The  following  reactions  were  observ 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  si 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norn 
human  volunteers,  the  following  were  noted:  a decrease  in  herr 


"Irobicin 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


igh  cure  rate:*  96%  of  571  males,  95%  of  294  females 

)osages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

ssurance  of  a single-dose,  physician-controlled  treatment  schedule 

lo  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
'hen  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

ctive  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M  I C.  7.5-20  mcg/ml) 


single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
DO  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

ote:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
'mptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
fective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
Dnorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-upforat  least  3 months  should 
p instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
/persensitive  to  it. 


3ta  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identitication  of  N.  gonorrhoeae  on  Thayer- 
artin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
satment  in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
llow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
at  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
iilures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  JA72  ie'18'6 


obin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
e phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
! dies  in  normal  volunteers,  a reduction  in  urine  output  was 
I ted.  Extensive  renal  function  studies  demonstrated  no  con- 
sent changes  indicative  of  renal  toxicity. 

>sage  and  administration:  Keep  at  25°C  and  use  within 
hours  after  reconstitution  with  diluent, 
b/e  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
norrheal  proctitis  and  patients  being  re-treated  after  failure 
previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
i ographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
' lent,  initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
pferred. 

male  — single  4 gram  dose  (10  ml)  intramuscularly. 

>w  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


An  intestinal 
autobiography 

of  rage, 
contentment 
and  horror* 


"Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  by  A.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit.”* 


“The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful.”* 


He  was  overwhelmed  by 
"paralyzing  horror”  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  “. . .the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period ”* 


Background 

*Data  presented  here  derive  from  a 13-year 
ongoing  study  by  Henry  Harrison  Sadler,  M.D., 
and  Aline  Underhiil  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375. 


The  subject  is  a 56-year-old  man  with  a 40-cm 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest 
attainment  and  simple  tastes,  the  subject 
depends  on  the  investigators  as  he  might  his 
own  family.  His  full-time  job  is  as  a "human 
laboratory,”  and  throughout  the  13-year  period 
of  the  study,  he  has  taken  great  personal  pride 
in  his  own  participation. 


A story  charged  with  emotion 

The  graphs  on  the  facing  page  are  intestinal  motility 
readings  on  a human  subject  experiencing  the 
emotions  of  rage,  contentment  and  horror  (see 
“Background”  below  left).  This  “intestinal 
autobiography”  dramatizes  the  point  that  certain 
emotions  correlate  with  specific  patterns  of 
G.I.  motility. 

The  visceral  clutch 

and  functional  G.I.  disorders 

The  gut  response  to  stress  has  been  amply 
demonstrated  in  many  functional  G.I.  disorders. 
Nervous  diarrhea  and  irritable  colon  syndrome,  for 
example,  are  disorders  associated  with  abnormal  G.I. 
motility.  And  these  disorders  are  commonest  among 
patients  sensitive  to  life-stress  situations  productive 
of  conflict  and  excessive  anxiety. 

Libraxcalms  anxiety, 
calms  the  gut 

In  these  areas  of  G.I.  pathology,  Librax  has  become 
a mainstay  of  adjunctive  therapy.  Reason?  Effective 
two-way  calming  action.  Librax,  by  relieving 
excessive  anxiety,  not  only  helps  calm  emotional 
overreaction  to  stress,  it  controls  intestinal 
hypermotility,  too.  Depend  on  Librax— the  only  drug 
that  combines  the  well-known  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  and  the  potent, 
dependable  antisecretory/antispasmodic  action  of 
Quarzan®  (clidinium  Br). 

1 or  2 capsules,  3 or  4 times  daily 
in  the  treatment  of 
nervous  diarrhea  and 
irritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 

In  functional  G.I.  disorders, 

i • 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mgclidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


When  one  out  of  20  employees  in  America— 
including  executives— has  alcoholism,  it’s  time 
for  some  plain  talk  about  alcoholism.  The 
alcoholic’s  family,  friends  and  employer  may 
mean  well,  but  the  silent  treatment  is  no  way 
to  treat  a disease.  And  alcoholism  is  a disease 
from  which  recovery  is  possible,  rather  than  a 
moral  weakness  for  which  the  alcoholic  should 
be  pitied— or  fired.  It’s  a disease  which  ranks 
with  heart  disease,  cancer  and  severe  mental 
disorders  as  a public  health  menace. 

The  National  Council  on  Alcoholism  has 
pioneered  in  setting  up  joint  union-manage- 
ment alcoholism  programs.  In  these  programs, 
industry  is  achieving  recovery  rates  averaging 
60  to  70  percent.  Management  profits  by  re- 


taining its  experienced  employees  and  regain- 
ing lost  productivity— estimated  at  six  billion 
dollars.  Unions  profit  by  increasing  health  and 
welfare  protection  for  members  and  keeping 
them  in  the  active  work  force. 

If  you  think  alcoholism  is  affecting  your 
business,  talk  it  over  with  the  Director  of 
Labor  Management  Services,  National  Coun- 
cil on  Alcoholism,  2 Park  Avenue,  New  York, 
N.Y.  10016. 

National 
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(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  then  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m,);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  1.3325  (2876) 

/ X MERRELL-  NATIONAL  LABORATORIES 

( Merrell  ) Division  of  Richardson- Merrell  Inc. 

V. s Cincinnati,  Ohio  45215 


Painful 
night  leg 
cramps... 


unwelcome  bedfellow 
for  any  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


Prescribing  information — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  rag.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i.3508(3oso) 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademark:  Quinamm 
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Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 


OW1 

PRICE  CUT 


50% 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


Versapen 

"POTASSIUM*HETACILLIN 
THE  AMPICILUN 
DERIVATIVE 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


INTRODUCING 

/Meltrol-50 


TM 


the  new  USV  brand  of 
phenformin  HCI 


Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  Meltrol-100™ 

(100  mg.  timed-disintegration  capsules) 
Meltrol-25™(25  mg.  tablets) 


(USV) 


FROM 
THE  NEW 


USV  PHARMACEUTICAL  CORP., T uckahoe,  N.Y.  1 0707 


Bt  only:  for  better  therapeutic  control 


A sure-fire  pill  for 
a very  nasty  disease: 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate 15  mg 

Riboflavin 15  mg 

Pyridoxine  HCi 5 mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid 500  mg 


Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B12. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical  need. 
Available:  I n bottles  of  1 00. 


You  know  the  disease;  you've  suffered 
through  it  with  a lot  of  your  patients. 
In  the  vernacular,  it's  called  "slow-pay." 
In  extreme  cases,  "no-pay." 

Unfortunate,  but  true;  most  people's 
payment  lists  are  too  long.  And  the 
doctor  usually  winds  up  on  the  bottom. 
The  pill  we  have  in  mind  does  nothing 
short  of  putting  you  on  top.  Every  time. 

It's  called  Master  Charge.  Over  half 
a million  Arizonans  carry  it;  use  it  regu- 
larly for  all  sorts  of  products  and  serv- 
ices (including  the  services  of  thousands 
of  your  fellow  practitioners).  When  they 
do,  your  fellow  practitioners  receive 
immediate  payment.  Of  the  whole  bill. 
No  drawn-out  payment  schedules,  no 
collection  headaches,  no  cash-flow 
problems.  And  any  patients  who  need 
"carrying"get  car- 
ried by  us,notyou. 

We're  ready 
when  you  are  — 
with  particulars, 
forms,  patient  lit- 
erature, displays, 
the  whole  cure.  Also  some  sure-fire 
solutions  to  a number  of  other  nasty 
problems  if  you  like 
— all  from  our  very 
special  division  for 
"personalized  serv- 
ices to  doctors 
only. " 


HUB  MTIttH  Ml>  W MIIHI 
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BeroccaWjfets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 


/rocheN  Roche 
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X / LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 
Nut  ley.  New  Jersey  07110 


X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


There  are 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HCl  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


HCl  hydrate,  Upjohn 


nolds,  R.  C.,  etal.:  Bull.  Johns  Hopkins  Hosp.  ll4:269, 1964 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%. 1 Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

Cleocirim 

clindamycin  HC1  hydrate,  Upjohn 


Clindamycin  HCI  hydrate 
equivalent  to  clindamycin  base 

150  mg 

75  mg 


Each  preparation 
contains: 

150  mg  Capsules  

75  mg  Capsules  

Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 


this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms- 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


luded  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools, 
a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
s reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
iinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
Bversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
•mbranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
persensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
en  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
, usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
atment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
;|  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  sue 
ange  is  unknown,  transient  abnormalities  in  liver  function  test  (elevations 
alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
therapy  have  returned  to  normal  during  therapy. 

DSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
fections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
ery  6 hours. 

lildren:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
q/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections  16  to 
) mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses, 
ote-  With  B-hemolytic  streptococcal  infections,  treatment  should  continue 
,r  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
■ glomerulonephritis. 

JPPLIED:  150  mg  Capsules- Bottles  of  16's  and  100's.  75  mg  Capsules- 
ottles  of  16  s and  100  s.  Sensitivity  Disks-2  \lg.  Sensitivity  Powder-Vials. 
ar  additional  product  information,  see  your  Upjohn  representative  or 
onsult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565  — 


Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjolin 


STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

POSTGRADUATE  MEDICAL  EDUCATION  COURSE 

in 

SURGERY 
April  16  to  April  23,  1972 
Mauna  Kea  Beach  Hotel 
Kamuela,  Hawaii 


This  course  consists  of  a lecture  series  covering  topics  of  current  interest  in  the  field  of  surgery.  Arrival 
in  Hawaii  will  be  on  Sunday,  April  16,  with  departure  on  Sunday,  April  23.  Lectures  will  be  held  Monday 
through  Friday  from  9 a.m.  to  12  noon,  with  a panel  discussion  on  Saturday  morning. 


COURSE 

• Emergency  Care  of  Hand  Injuries 
• Advanced  Techniques  in  Reconstruction 
of  the  Hand 
• Skin  Coverage 

• Management  of  Injuries  to  the  Face 
• Organ  Transplantation 
• G.  I.  Hemorrhage 

• Surgical  G.  I.  Disorders  in  the  Neonate 

Panel  Discuss 

An  elective  course  in  medical  emergencies 


OUTLINE 

• Shock 

• Cerebral  Death 

• Extracranial  Occlusive  Cerebrovascular 
Disease 

• Renovascular  Hypertension 
• Management  of  Urinary  Tract  Infections 
• Primary  Breast  Carcinoma 
• Metastatic  Breast  Carcinoma 

on  on  Trauma 

in  surgical  patients  also  will  be  available. 


FACULTY 

Robert  A.  Chase,  M.D.,  Professor  and  Chairman,  Department  of  Surgery,  Stanford  University  School  of 
Medicine 

Roy  B.  Cohn,  M.D.,  Walter  Clifford  Chidester  and  Elsa  Rodney  Chidester  Professor  of  Surgery,  Stanford 
University  School  of  Medicine 

Lawrence  G.  Crowley,  M.D.,  Professor  of  Surgery,  Stanford  University  School  of  Medicine 

John  W.  Hanbery,  M.D.,  Professor  of  Surgery  and  Head,  Division  of  Neurosurgery,  Stanford  University  School 
of  Medicine 

Thomas  A.  Stamey,  M.D.,  Professor  of  Surgery  and  Head,  Division  of  Urology,  Stanford  University  School 
of  Medicine 


GENERAL  ARRANGEMENTS 

Registration:  Tuition  for  the  course  is  $275  which  must  accompany  the  application.  Registration  is  limited 
to  68  M.D.s  and  application  must  be  received  no  later  than  February  15,  1972. 

Hotel:  Room  reservations  for  Mauna  Kea  Beach  Hotel  will  be  made  through  the  Office  of  Postgraduate 
Medical  Education  at  Stanford  and  will  be  confirmed  upon  receipt  of  $100  deposit.  (Ocean-view 
room,  7 nights,  double  occupancy,  Mod.  Am.  Plan,  including  cocktail  party — $600) 

Travel:  Round-trip  transportation  SFO  to  Kamuela  to  SFO  at  the  special  group  tariff  of  $146  (plus  tax, 
excluding  airport  transfer,  and  subject  to  gov’t  authority)  will  be  arranged  through  the  official  travel 
agent:  Leo  T.  Sides,  Leo  T.  Sides  Travel  Service,  76  Stanford  Shopping  Center,  Palo  Alto,  California 
94304,  (415)  321-111  1.  The  travel  service  will  contact  registrants  to  confirm  travel  arrangements 
and  coordinate  any  desired  pre-  and  post-meeting  travel. 


POSTGRADUATE  COURSE  IN  SURGERY 
April  16-23,  1972 

NAME 

APPLICATION 

FORM 

Course  Tuition:  $275 
Room  Deposit:  $100 

Last 

ADDRESS 

First 

Middle 

Street 

DAYTIME  PHONE 

City 

State  Zip  Code 

MEDICAL  SCHOOL 

Year 

Specialty 

Enclosed  is  $375  for  full  tuition  and  room  deposit. 


1 wish  special  round-trip  group  air  transportation  SFO  to  Kamuela  to  SFO. 

1 am  interested  in  arranging  pre-  or  post-meeting  travel  (inter-island/Orient/Pacific)  with  Leo  T.  Sides  Travel  Service, 

Palo  Alto,  California 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Education,  Stanford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305.  For  further  information,  telephone  (415) 
321-1  200,  Extension  5594. 

APPLICATION  MUST  BE  RECEIVED  BY  FEBRUARY  15 


When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him; 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

■ zffl m, ...... For  moderate  states  of  psychic  tension,  5-mg 

HHpT  or  2-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 

provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


VallUm  (diazepam) 


For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation/tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2Vz 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose™  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N.J.  07110 


Upjohn  again 
reduces  the  price 
of  E-Mycin 


Once  again  Upjohn  has 
been  able  to  reduce  the  Sm*' 

price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


NOC  ^ 103  - ^ Tab!ets 

® 250  mfl- 


Upjohn 


E-Mycin 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


© 1971  The  Upjohn  Company 

JA71-171 1 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief: 

LJ  belladonna  alkaloids— for  the  hyperactive  bowel 
□ simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


STUART PHARMACEUTICALS  I Pasadena,  California 


nary  bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED 

antispasmodic/  sedative/  antif  latulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Irritability 


Aggression 


Cerebral  vascular  disease 
wears  many  deceptive  feces. 


Forgetfulness 


Withdrawal 


The  personality  changes  of  cerebral 
vascular  disease  often  masquerade  as 
behavioral  disorders— particularly  in 
the  elderly. 

Tranquilizer  therapy  - 
another  mask 

Treating  the  behavioral  disturbances 
of  cerebrovascular  insufficiency  with 
tranquilizers  may  quiet  the  patient  and 
thereby  mask  the  symptoms  — but  it  does 
' not  approach  the  fundamental  problem. 

Cerespan  (papaverine  HCI)  — 
a better  answer  than 
a tranquilizer 
in  cerebrovascular  spasm 

Cerespan  treats  the  basic  problem. 

Provides  direct  vasodilating  action  on 
responsive  blood  vessels  to  help  in- 
crease cerebral  blood  flow  and 
decrease  cerebral  vascular  resistance. 

So,  when  you  are  confronted  with 
aggression,  excitability,  irritability, 
confusion,  memory  impairment,  and 
certain  other  behavioral  problems  in 
older  patients,  cerebral  vascular 
insufficiency  due  to  vasospasm  may 
be  your  diagnosis.  A diagnosis  that 
calls  for  Cerespan. 


Untidiness 


Cerespan  — convenient 
q.12h.  dosage 

Papaverine  for  effectiveness.  Micro- 
dialysis for  sustained  release  of  medi- 
cation day  and  night.  Simple  dosage. 
Sustained  protection. 


A better  answer  than 
a tranquilizer  in 
cerebrovascular  spasm 


CCM/PIM 

(papaverine  HCI)  q.12  h. 

\*  " 150  mg,  in  micro-dialysis  cells'  ■ 


BRIEF  SUMMARY 

Each  Cerespan  capsule  contains  papaverine 
HCI  150  mg.  in  micro-dialysis  cells. 

Indications  and  Dosage:  For  relief  of  cerebral 
and  peripheral  ischemia  associated  with 
arterial  spasm,  1 capsule  q.  12  h 
Precautions:  Use  with  caution  in  glaucoma. 
Discontinue  drug  if  hepatic  hypersensitivity 
with  gastrointestinal  symptoms,  jaundice, 
eosinophilia  and  altered  liver  function  tests 
occur. 

Adverse  Reactions:  Anorexia,  nausea,  ab- 
dominal distress,  constipation  or  diarrhea, 
skin  rash,  malaise,  drowsiness,  vertigo,  sweat- 
ing and  headache. 

Supplied:  Bottles  of  100  and  1,000:  drum  of 
5,000;  single-dose  blister  pack,  boxes  of  500. 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


and  Efudex  (f  ’luorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”1,2 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses,3'4  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. 6 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.6 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil  — especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  X.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  : Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
P.  92.  3.  Belisario,  J.  C. : Cutis,  6 : 293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97 : 14,  1968. 

5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5 % fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  <3 


(fluorouracil) 

cream/solution 


Change  this  word  in 
your  vocabulary  and  your  patient 
will  get  an  Upjohn  product 
and  a low  price. 
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ARIZONA  MEDICINE 


Still  serving... 

Miltown 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS 
Cranbury,  N.J.  08512  ^ 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced,  on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
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BALLOON  ATRIOSEPTOSTOMY 
IN  CYANOTIC  CONGENITAL  HEART  DISEASE 


JOHN  H.  GAY,  M.D. 

VENKATESAN  SUNDARARAJAN,  M.B.,  B.S. 
MARIAN  E.  MOLTHAN,  M.D. 


SYNOPSIS-ABSTRACT 

The  use  of  a palliative  non-surgical  procedure 
in  the  initial  management  of  certain  forms  of 
cyanotic  congenital  heart  disease  is  described. 
Balloon  atrioseptostomy  (BAS)  has  been  perform- 
ed in  23  infants  at  the  Institute  for  Cardiovas- 
cular Diseases  at  the  Good  Samaritan  Hospital 
since  1967.  Eleven  of  these  infants  were  one 
week  of  age  or  less.  Clinical,  physiologic,  and 
pathologic  observations  on  the  23  infants  are 
presented. 

BAS  IN  CYANOTIC  CONGENITAL 
HEART  DISEASE 

In  1966,  Rashkind  and  Miller1  introduced  the 
procedure  of  medical  creation  of  an  atrial  septal 
defect  as  a palliative  approach  to  the  early 
management  of  complete  transposition  of  the 
great  arteries.  In  this  condition,  the  circulations 
are  in  parallel,  with  the  pulmonary  circulation 
being  isolated  from  the  systemic  circulation. 


Post-natal  survival  is  dependent  upon  commu- 
nications, often  quite  minimal,  between  the  two 
circulations.  With  production  of  a large  atrial 
septal  defect,  more  pulmonary  venous  blood  is 
directed  to  the  right  atrium,  right  ventricle,  and 
aorta.  Cyanosis  becomes  less  intense  and  the 
degree  of  congestive  heart  failure  diminishes. 
The  infant’s  general  condition  improves. 

BAS  has  revolutionized  the  management  of 
transposition  of  the  great  arteries.  Prior  to  1966, 
these  infants,  without  surgical  intervention,  had 
only  a 30%  chance  of  living  to  age  three  months2 
and  only  a 14%  chance  to  age  six  months.3 
Unfortunately,  surgical  creation  of  an  atrial  sep- 
tal defect  as  described  by  Blalock  and  Hanlon4 
carries  a very  high  mortality  rate  under  three 
months  of  age  for  these  infants.5, 6’ 7' 8’ 9 BAS  in 
the  immediate  neonatal  period  can  now  increase 
arteriovenous  mixing,  decompress  the  left  atri- 

From  The  Department  of  Pediatric  Cardiology,  Good  Samari- 
tan Hospital,  1033  E.  McDowell  Road,  Phoenix,  AZ  85006. 
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TRANSPOSITION  OF  THE  GREAT  VESSELS 
AFTER  BALLOON  ATRIOSEPTOSTOM Y 


DESATURATED  BLOOD 


MIXED  BLOOD 


OXYGENATED  BLOOD 


LA 

LV 


VC  = VENAE  CAVAE 
RA  = RIGHT  ATRIUM 
RV  = RIGHT  VENTRICLE 
PA  = PULMONARY  ARTERY 
PV  = PULMONARY  VEINS 
LA  = LEFT  ATRIUM 
LV  = LEFT  VENTRICLE 
AO  = AORTA 


TOTAL  ANOMALOUS  PULMONARY  VENOUS  DRAINAGE 
AFTER  BALLOON  ATRIOSEPTOSTOM Y 


LUNGS  BODY 


NORMAL  CIRCULATION  AT  BIRTH 


PULMONARY  ATRESIA  WITH  INTACT  VENTRICULAR  SEPTUM 
AFTER  BALLOON  ATRIOSEPTOSTOM Y 


SMALL 


TO  TO 

LUNGS  BODY 


Figure  1 A-D 

Diagrams  showing  normal  circulation  at  time  of  birth 
and  describing  atrial  flow  after  balloon  atrioseptostomy. 
Note  that  the  rupturing  flap-like  membrane  allows  im- 
proved inter-atrial  circulation. 
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um,  and  reduce  pulmonary  venous  hypertension 
with  relative  ease  and  safety  without  general 
anesthesia  and  thoracotomy. 

BAS  procedure  alone  may  enable  infants  with 
transposition  of  the  great  arteries  to  survive 
to  one  year  of  age  or  longer,  after  which  surgi- 
cal correction  can  be  done  with  less  hazard. 
Surgical  techniques  described  by  Mustard,10’ 11 
and  Rastelli1'  offer  excellent  functional  correc- 
tion of  the  abnormal  hemodynamics.  In  infants 
with  diminished  pulmonary  blood  flow,  aortico- 
pulmonary shunts13  or  subclavian-pulmonary 
anastomosis  (Blalock-Taussig)14  can  be  done  as 
closed  heart  palliative  procedures.  Pulmonary 
artery  banding  and/or  ligation  of  the  patent 
ductus  arteriosus  may  be  necessary  to  decrease 
the  work  of  the  heart  in  patients  with  increased 
pulmonary  blood  flow.  At  the  present  time, 
84%  of  infants  with  transposition  of  the  great 
arteries  can  be  expected  to  have  immediate 
palliation  and  about  71%  may  have  long-term 
survival  after  BAS  alone  or  in  combination  with 
a palliative  surgical  procedure.15  The  significant 
change  in  mortality  in  transposition  of  the  great 
arteries  since  1966  is  at  least  in  part  attributable 
to  the  introduction  of  the  balloon  catheter. 

Although  Rashkind  and  Miller  first  used  BAS 
in  infants  with  transposition  of  the  great  arter- 
ies,1’ 1,1  the  establishment  of  wide-open  inter- 
atrial communication  is  desirable  in  various 
other  forms  of  cyanotic  congenital  heart  disease 
(Figure  1 schematically  depicts  desired  atrial 
flow  after  BAS  in  three  conditions ) . In  total 
anomalous  pulmonary  venous  connection,  the 
pulmonary  venous  blood  returns  to  the  right 
atrium,  either  directly  or  via  the  systemic  veins. 
Enlarging  an  atrial  septal  defect  to  encourage 
more  right-to-left  shunting  increases  cardiac  out- 
put since  this  shunt  is  the  only  route  to  the  left 
heart.17  (Similarly  in  tricuspid  atresia,  BAS  can 
also  be  used  to  enlarge  the  atrial  septal  defect 
which  is  essential  to  life.)18  In  cases  of  pulmon- 
ary atresia  with  intact  ventricular  septum,  BAS 
can  enable  the  right  atrium  to  be  decompressed 
across  the  atrial  septum.  In  this  complex  of 
pulmonary  valvular  atresia,  intact  ventricular 
septum,  rudimentary  right  ventricle,  and  pul- 
monary artery  hypoplasia,  Shams19  has  recently 
published  encouraging  results  with  the  use  of 
BAS  in  combination  with  ductus  arteriosus  liga- 
tion and  a Pott’s  anastomosis  (aorticopulmonary 
anastomosis  on  the  left  side). 


In  the  neonatal  period,  the  thin,  translucent, 
friable  flap-like  membrane  covering  the  fossa 
ovale  can  be  easily  ruptured  with  a balloon 
catheter.  Within  several  months  this  membrane 
becomes  increasingly  thicker  and  the  possibility 
of  rupturing,  enlarging,  or  tearing  this  tissue  is 
greatly  reduced.  In  older  infants,  the  balloon 
catheter  may  readily  be  advanced  into  the  left 
atrium,  but  the  catheter  may  merely  slip  through 
the  resisting  orifice,  assuming  a “sausage,”  not 
spherical  shape.  However,  Rashkind  reports  suc- 
cessful BAS  in  older  children  up  to  age  12 
years.16  Further  follow-up  in  these  few  case 
reports  may  be  needed  before  the  effectiveness 
of  BAS  in  older  children  can  be  established. 
TECHNIQUE  OF  BALLOON 
ATRIOSEPTOSTOMY 

Following  diagnostic  cardiac  catheterization, 
the  double  lumen  6.5  F balloon-tipped  catheter 
is  passed  from  the  femoral  vein  into  the  right 
atrium  and  across  the  foramen  ovale  into  the 
left  atrium.  The  size  of  the  catheter  requires  in- 
cision of  the  femoral  vein  in  almost  all  cases. 
The  balloon  is  inflated  with  dilute  radiopaque 
material  and  its  position  in  the  left  atrium  is 
verified  under  careful  fluoroscopic  monitoring, 
angiography,  blood  sampling,  pressure  record- 
ings, or  combinations  of  these.  Then  the  cathe- 
ter is  withdrawn  across  the  atrial  septum  with 
a sudden,  sharp,  short  pull,  bringing  the  balloon 
to  the  junction  of  the  inferior  vena  cava  and 
right  atrium.  The  catheter  is  readvanced  into 
the  body  of  the  right  atrium  where  it  is  deflated. 
With  the  first  passages  of  the  balloon  catheter 
across  the  atrial  septum,  the  operator  feels  a 
snapping  sensation.  After  several  passages  across 
the  septum  with  progressive  increase  in  balloon 
volume,  little  to  no  resistance  may  be  perceived. 
Blood  loss  has  been  minimal,  and  no  infant  has 
required  transfusions  following  the  procedure. 
RESULTS 

Table  #1  summarizes  the  age  at  time  of  BAS, 
diagnosis,  and  follow-up  management.  Fifteen 
patients  had  transposition  of  the  great  arteries. 
Eleven  of  the  fifteen  patients  had  BAS  done  in 
the  immediate  neonatal  period.  Patient  #1  had 
BAS  done  at  the  age  of  seven  months  and  im- 
proved significantly.  However,  at  13  months  of 
age,  progressive  cyanosis  and  decreased  pulmon- 
ary blood  flow  necessitated  ascending  aorta-right 
pulmonary  artery  anastomosis.  The  infant  died 
of  congestive  heart  failure  48  hours  after  the 
surgery.  Figures  2 and  3 show  this  child’s  atrial 
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septum  viewed  from  the  right,  demonstrating 
the  widely  patent  foramen  ovale.  Patient  #2  had 
BAS  at  the  age  of  seven  months.  He  did  well 
until  17  months  of  age,  when  a surgical  atrio- 
septostomy  was  done  because  of  increasing  cya- 
nosis and  polycythemia. 

Patients  #3-#8  had  BAS  done  in  the  first  week 
of  life  and  have  had  or  are  awaiting  subsequent 
surgery.  All  have  done  well.  Patient  #3  has  had 
both  right  and  left  subclavian-pulmonary  artery 
anastomoses.  Patient  #4  is  acyanotic  with  normal 
exercise  tolerance  after  a Mustard  procedure  at 
age  two  years.  Patients  #5  and  #6  are  doing 
well  with  initial  BAS  and  subsequent  Blalock- 
Hanlon  surgical  procedures.  They  are  currently 
between  one-and-a-half  and  two  years  of  age 
and  are  candidates  for  the  Mustard  procedure. 
Patients  #7  and  #8  have  also  had  surgical  atrio- 


septostomy  and  are  doing  well  at  six  and  nine 
months  of  age.  Patient  #7  is  the  only  infant  who 
had  two  BAS  procedures. 

Patients  #9  and  #10  died  after  BAS  with  con- 
gestive heart  failure  and  pneumonia.  Death  can- 
not be  attributed  to  the  procedure  itself. 

Patients  #11,  #12,  and  #13  died  following  sur- 
gical atrioseptostomies  (one  of  these  infants  had 
previously  unrecognized  Toxoplasma  myocardi- 
tis). Seven  infants  underwent  surgical  atrio- 
septostomy.  Among  the  four  survivors,  three 
were  seven  weeks  of  age  or  younger. 

Patients  #14  and  #15  had  tricuspid  stenosis 
and  tricuspid  atresia  respectively  with  then- 
transpositions.  They  both  died  at  four  months 
of  age. 

Patients  #16,  #17,  #18  and  #19  are  examples 
of  the  utilization  of  the  BAS  in  total  anomalous 


TABLE  I 

EXPERIENCE  WITH  BALLOON  ATRIOSEPTOSTOMY 


Age  BAS 


1. 

Patient 

P.D. 

Done 

7 months 

TGV, 

Diagnosis 
VSD,  PS 

2. 

S.Q. 

7 months 

TGV, 

VSD,  ASD,  PH 

3. 

M.S. 

4 days 

TGV, 

VSD,  PS 

4. 

T.P. 

3 days 

TGV, 

IVS 

5. 

P.I. 

2 days 

TGV, 

IVS 

6. 

C.J. 

6 days 

TGV, 

IVS 

7. 

T.K. 

7 days  & 

TGV, 

IVS 

8. 

N.W. 

22  days 
6 weeks 

TGV, 

IVS 

9. 

J.T. 

1 day 

TGV, 

VSD,  PS 

10. 

S.A. 

2 days 

TGV, 

IVS 

11. 

S.J. 

3 days 

TGV, 

IVS 

12. 

H.C. 

12  days 

TGV, 

IVS 

13. 

K.L. 

2 days 

TGV, 

IVS 

14. 

L.B. 

4 weeks 

TG,  IVS,  Co.  Ao., 

15. 

M.A. 

7 weeks 

Tr.  St. 

TGV,  Tr.  Atr.,  ASD, 

Results 

Did  well  after  BAS,  until  13  months  of  age.  Died  of  CHF 
after  S-P  anastomosis. 

B-H  operation  at  17  months;  cardiac  cath  at  3 years  showed 
severe  PH. 

Right  S-P  anastomosis  done  at  age  IV2  years.  Brain  abscess 
at  2 years;  left  S-P  anastomosis  at  2V2  years. 

Had  total  surgical  correction  (Mustard)  at  2 years.  Doing 
well  at  age  2%  years. 

Had  B-H  operation  after  BAS.  Doing  well  at  16  months 
of  age. 

Did  well  up  to  4 months  after  BAS.  Had  repeat  BAS 
and  B-H  operation.  Doing  well  at  age  18  months. 

Two  BAS.  B-H  operation  at  age  7 weeks.  Doing  well  at 
age  six  months. 

B-H  operation  age  8 months.  Doing  well  at  age  9 months. 
Died  2 weeks  after  BAS  with  CHF  and  bronchopneumonia. 
Died  48  hours  after  BAS  with  CHF  and  bronchopneumonia. 
Did  fairly  well  for  three  months.  B-H  operation  for  increas- 
ing CHF.  Died  nine  hours  post-op. 

Did  poorly  after  BAS  and  had  B-H  operation  at  age  6 
weeks.  Inadequate  ASD  created  and  died  immediately 
post-operative.  Toxoplasma  organs  in  brain  and  myocardium. 
Died  during  B-H  operation  at  age  2 months. 

Died  at  four  months  of  age  of  CHF. 

Improved  initially.  Died  at  four  months. 


16.  M.M. 

17.  O.G. 


18. 

19. 

20. 


S.R. 

S. B. 

T. W. 


6 weeks 

3 months 

4 weeks 
3 weeks 
2V2  months 


VSD 

TAPVC  to  C.S. 

TAPVC  to  SVC  and 
RA,  PDA,  PH 
TAPVC  to  IVC 
TAPVC  to  C.S. 

Tr.  Atr.,  VSD,  PS 


Had  surgical  correction  at  one  year  of  age.  Doing  well  at 
age  2%  years. 

Chronic  CHF  at  two  years  of  age. 

Died  of  CHF  at  7 weeks  of  age. 

Died  after  surgical  correction  at  3V2  weeks  of  age. 

Doing  well  after  Waterston  A-P  anastomosis  and  S-P 
anastomosis  on  the  left  — one  year  of  age. 

Waterston  A-P  anastomosis.  Doing  well  — 8 months  of  age. 
Died  48  hours  after  a Waterston  A-P  anastomosis. 


Died  3 weeks  of  age  in  CHF. 


21.  L.R.  3 days  Tr.  Atr.,  VSD,  PS 

22.  P.B.  5V2  months  Tr.  St.,  P.  Atr., 

Rud.  RV,  IVS 

23.  M.E.  7 days  Tr.  St.,  P.  Atr., 

Rud.  RV,  IVS 

Abbreviations:  A-P:  Aortic-pulmonary  anastomosis  (Waterston’s  procedure);  AS:  Aortic  stenosis;  ASD:  Atrial  septal 
defect;  BAS:  Balloon  atrioseptostomy;  B-H:  Blalock-Hanlon  surgical  atrioseptostomy;  CHF:  Congestive  heart  failure; 
Co.  Ao.:  Coarctation  of  the  aorta;  CS:  Coronary  sinus;  IVC:  Inferior  vena  cava;  IVS:  Intact  ventricular  septum; 
P.  Atr.:  Pulmonary  atresia;  PDA:  Patent  ductus  arteriosus;  PH:  Pulmonary  hypertension;  PS:  Pulmonary  stenosis;  RA: 
Right  atrium;  Rud.  RV:  Rudimentary  right  ventricle;  S-P  Subclavian-pulmonary  anastomosis;  SVC:  Superior  vena 
vaca;  TAPVC:  Total  anomalous  pulmonary  venous  connection;  TGV:  Transposition  of  the  great  vessels;  Tr.  Atr.: 
Tricuspid  atresia;  Tr.  ST.:  Tricuspid  stenosis;  VSD:  Ventricular  septal  defect. 
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pulmonary  venous  connection.  Patient  #16  had 
pulmonary  venous  return  to  the  coronary  sinus 
with  successful  surgical  correction  at  the  age  of 
one  year.  Patient  #17  has  a more  complicated 
form  of  total  anomalous  pulmonary  venous  con- 
nection with  mixed  sites  of  drainage.  At  age 
two  years,  he  remains  in  chronic  congestive 
failure.  Two  other  patients,  #18  and  #19,  have 
died.  Patient  #18  had  pulmonary  venous  con- 
nection to  the  inferior  vena  cava.  Patient  #19 
died  in  the  immediate  postoperative  period 
following  surgical  correction  elsewhere  of  his 
anomalous  pulmonary  veins  draining  to  the  cor- 
onary sinus.  Pressure  records  from  Patient  #19 
are  shown  in  Figures  #4  and  #5  before  and  after 
BAS.  There  is  marked  reduction  of  the  pressure 
gradient  between  the  two  atria  after  the  suc- 
cessful BAS.  The  left  atrial  “a”  wave  was  re- 
duced from  20  mm  Hg  to  about  8-9  mm  Hg 
following  BAS. 

Patients  #20,  #21,  #22,  and  #23  have  either 
severe  tricuspid  stenosis  or  tricuspid  atresia.  Pa- 
tients #20  and  #21  were  premature  infants 
weighing  about  four  pounds  at  the  time  of  BAS. 
Following  BAS,  they  both  underwent  an  aorti- 
copulmonary anastomosis  and  both  are  doing 
well  at  one-and-a-half  and  three  years  of  age. 
Patients  #22  and  #23  died  following  aortico- 
pulmonary shunts.  At  autopsy,  both  patients 
#22  and  #23  were  found  to  have  pulmonary 
atresia,  rudimentary  right  ventricle,  and  tricus- 
pid stenosis. 

In  one  patient  not  included  in  this  series,  BAS 
was  attempted,  but  the  balloon  catheter  could 
not  be  passed  through  the  foramen  ovale.  This 
patient  was  a six-day-old  female  with  transposi- 
tion of  the  great  arteries.  The  infant  had  a 
surgical  atrioseptostomy,  but  died  in  the  imme- 
diate postoperative  period.  In  two  other  pa- 


Figure  2 

Widely  patent  foramen  ovale  after  balloon  atrioseptos- 
tomy viewed  from  the  right. 


Figure  3 

Close-up  of  patent  foramen  ovale  as  depicted  in  Fig.  2. 

tients  with  transposition  of  the  great  arteries, 
even  the  smallest  balloon  catheters  could  not 
be  passed  into  the  femoral  vein,  despite  multiple 
attempts. 

BLOOD  GAS  CHANGES 

Blood  gas  samples  taken  under  nearly  com- 
parable blood  pH  and  supplementary  oxygen 
conditions  have  been  selected  for  presentation 
in  Table  #2.  Among  the  15  patients  with  trans- 
position of  the  great  arteries,  a total  of  16  BAS 
procedures  were  done.  Table  #3  indicates  that 
the  serial  measurement  of  blood  gases  may  prove 
to  be  of  prognostic  value  following  BAS. 

ATRIAL  PRESSURE  CHANGES 
Successful  BAS  frequently  results  in  altera- 
tion of  inter-  and  intra-atrial  pressures.15’ 16  In 
transposition  of  the  great  arteries,  the  larger 
communication  between  the  atria  results  in  an 
increase  in  left-to-right  shunting  with  reduction 
in  pulmonary  venous  hypertension  and  intra- 
pulmonary  left  heart  blood  volume.15  Thus,  one 
may  observe  that  the  left  atrial  “a”  wave  be- 
comes significantly  reduced  after  BAS  (Fig.  4 
and  5).  Approximately  one-half  of  the  infants 
with  long-term  survival  have  shown  definite 
pressure  changes  following  BAS.  In  some  cases, 
mean  pressure  gradients  were  abolished  follow- 
ing the  balloon  procedure. 
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TABLE  II 

BLOOD  GAS  CHANGES 

BEFORE  AND  AFTER  BALLOON  ATRIOSEPTOSTOMY 
Pre-BAS  Post-BAS 


p02 

p02 

Percent  of  Change 

Patient 

% 02  Sat. 

MM  Hg 

% 02  Sat. 

MM  Hg 

02  Sat. 

P02 

Comment 

1. 

P.D. 

77 

44 

80 

47 

3.9 

6.8 

Died  after  surgery  6 months 
after  BAS 

2. 

S.Q. 

70 

38 

89 

60 

27.2 

58.0 

Living 

3. 

M.S. 

62 

31 

76 

39 

22.6 

25,8 

Living 

4. 

T.P. 

37 

22 

71 

35 

91.8 

59.2 

Living 

5. 

P.I. 

46 

24 

53 

29 

13.2 

20.8 

Living 

6. 

CJ. 

21 

17 

52 

30 

147.8 

76.5 

Living 

7. 

T.K.  #1 

42 

25 

51 

30 

21.4 

20.0 

Living 

T.K.  #2 

36 

23 

42 

23 

16.7 

0 

8. 

N.W. 

40 

24 

48 

27 

20.0 

12.5 

Living 

9. 

IT. 

33 

21 

30 

22 

-9.1 

4.8 

Died  2 weeks  after  BAS 

10. 

S.A. 

36 

23 

40 

21 

11.1 

-8.7 

Died  2 days  after  BAS 

11. 

S.J. 

48 

27 

76 

40 

58.5 

48.2 

Died  after  surgery  3 months 
after  BAS 

12. 

H.C. 

49 

26 

36 

22 

-26.6 

-15.4 

Died  after  surgery  4 weeks 
after  BAS 

13. 

K.L. 

34 

21 

55 

29 

61.7 

38.1 

Died  at  surgery  2 months 
after  BAS 

14. 

L.B. 

70 

58 

60 

35 

-14.3 

-65.7 

Died  3 months  after  BAS 

15. 

M.A. 

88 

55 

80 

47 

-10.0 

-14.6 

Died  2 months  after  BAS 

16. 

M.M. 

72 

38 

82 

50 

13.9 

31.6 

Living 

17. 

O.G. 

53 

31 

68 

35 

28.4 

12.9 

Living 

18. 

S.R. 

42 

23 

29 

20 

-31.0 

-13.0 

Died  3 weeks  after  BAS 

19. 

S.B. 

49 

27 

59 

31 

20.4 

14.6 

Died  after  surgery  4 days 
after  BAS 

20. 

T.W. 

57 

29 

64 

36 

12.3 

24.2 

Living 

21. 

L.R. 

73 

39 

86 

46 

17.8 

17.9 

Living 

22. 

P.B. 

45 

28 

74 

38 

64.5 

35.8 

Died  at  surgery  8 days 
after  BAS 

23. 

M.E. 

86 

46 

89 

52 

3.5 

13.0 

Died  2 weeks  after  BAS 

TABLE  III 

BLOOD  GAS  CHANGES  IN  TRANSPOSITION 
OF  THE  GREAT  ARTERIES 


02  Saturation 
Mean  % Change 
Patients  Surviving  45.1 

Patients  Dying  9.4 


p02 

Mean  % Change 


34.1 

-0.8 


Pressure  tracing  during  passage  across  patent  foramen 
before  balloon  atroseptostomy.  Note  cardiomegaly  and 


Figure  5 

Pressure  tracing  in  same  patient  as  Figure  4 after  balloon 
atrioseptostomy. 


RADIOLOGIC  CHANGES 

Radiologic  improvement  with  reduction  of  the 
heart  size  and  more  nearly  normal  pulmonary 
vascular  markings  after  a satisfactory  BAS  can 
be  observed  in  Figures  6 and  7 (Patient  #3). 
Such  radiologic  improvement  was  demonstrated 
in  two-thirds  of  the  surviving  infants. 

COMPLICATIONS 

A number  of  complications  have  been  report- 
ed with  the  use  of  the  balloon  catheter.  The 
balloon  may  rupture  and  embolization  of  the 
balloon  material  has  occurred  in  the  past.20  Mis- 
placement of  the  balloon  in  the  right  ventricle 
with  tearing  of  the  tricuspid  valve  has  also 
been  reported.  Atrial  perforation  has  occur- 
red.21 Inability  to  deflate  the  baloon  cathe- 
ter has  been  mentioned.22,  23,  24  Injury  to  the  in- 
ferior vena  cava  may  also  be  observed.25  The 
atrial  septum  has  been  partially  torn  away  from 
the  interatrial  groove  on  one  occasion,  making 
a subsequent  closed  surgical  atrioseptostomy 
extremely  difficult  to  perform.24  Death  attribut- 
able to  the  atrioseptostomy  is  rare,  but  has  been 
reported.26  None  of  these  major  complications 
have  occurred  in  our  series.  Transient  brady- 
cardia lasting  a few  seconds  following  the  rapid 
pullback  from  the  left  atrium  to  the  right  atrium 
has  been  mentioned,16  and  occurred  in  several 
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Figure  6 

Chest  X-ray  at  birth  in  transposition  of  the  great  arteries 
before  balloon  atrioseptostosmy.  Note  cardiomegaly  and 
pulmonary  vascular  engorgement. 


Figure  7 

Chest  X-ray  at  one  and  one-half  months  following  bal- 
loon atrioseptostomy  of  same  patient  as  in  Figure  6. 
Note  less  cardiomegaly  and  recrease  in  pulmonary 
vascularity. 

of  our  patients.  Normal  sinus  rhythm  has  always 
returned  within  seconds. 

CONCLUSIONS 

A diagnostic  cardiac  catheterization  can  also 
be  a therapeutic  procedure  when  an  infant 
with  cyanotic  congenital  heart  disease  has  a 
need  for  a larger  inter-atrial  communication. 
Through  the  use  of  Rashkind’s  balloon  catheter, 
a “medical”  atrioseptostomy  can  be  performed. 


Balloon  atrioseptostomy  is  particularly  applic- 
able to  young  infants  with  complete  transposi- 
tion of  the  great  arteries.  This  procedure  may 
also  be  of  value  in  less  common  causes  of  cya- 
notic congenital  heart  disease. 
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CHRONIC  ACTIVE  HEPATITIS 

CHARLES  W.  WALDRON,  M.D. 

There  has  been  much  confusion  in  the  medical 
literature  over  the  past  several  years  regarding 
chronic  active  hepatitis.  The  disease  process  was 
originally  proposed  as  a rather  distinct  clinical 
entity.  With  time,  it  has  now  been  shown  to 
represent  a spectrum  of  anatomic  processes  all 
manifest  by  varying  histological,  bio-chemical, 
and  serologic  findings.  Thus  arises  the  confusion 
as  to  what  is  chronic  active  hepatitis  and,  more 
significantly,  what  is  the  importance  of  this 
diagnosis  in  the  life  and  prognosis  of  the  patient. 

Less  than  a decade  ago  any  individual  with 
protracted  fatigability  and  persistently  elevated 
serum  transaminase  values  for  greater  than  3 
months  following  a bout  of  active  hepatitis  was 
labeled  chronic  active  hepatitis.  Likewise,  those 
with  signs  of  liver  disease  developing  insidiously 
were  placed  in  the  same  category.  However,  in 
the  long  term  follow-up  of  these  individuals  it 
was  found  that  regardless  of  the  manner  of 
therapy  many  individuals  went  on  to  lead  a full 
productive  life  with  no  further  signs  or  symp- 
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toms  of  hepatic  disease.  Others  met  their  demise 
in  progressive  hepatic  failure  and  cirrhosis  with- 
in the  span  of  a few  short  years.  Once  biliary 
obstruction,  drugs,  alcohol,  and  hepatotoxic  in- 
halants can  be  ruled  out,  on  what  does  the 
physician  base  his  prognosis  and  select  appro- 
priate therapy. 

Reisler,  et  al  in  1967, 1 confirmed  and  expanded 
on  work  done  earlier  attempting  to  give  the 
persistently  elevated  transaminase  values  a more 
meaningful  place  in  post  hepatitic  liver  disease. 
This  study  and  others  since2  have  confirmed  the 
almost  uniformly  benign  nature  and  excellent 
prognosis  for  individuals  with  elevated  trans- 
aminase levels  for  periods  up  to  one  year  or 
more  in  the  absence  of  other  abnormal  bio- 
chemical or  serological  changes.  As  evidenced  in 
other  studies  utilizing  percutaneous  liver  biop- 
sy,2 these  individuals  rarely  progressed  to  chron- 
ic hepatitis.  Nevertheless,  on  histologic  evalua- 
tion many  exhibit  evidence  of  portal  triaditis 
perhaps  indicating  incomplete  healing  in  acute 
viral  hepatitis.  Popper  in  1967  coined  the  term 
Transaminitis  for  this  class  of  individuals  with 
prolonged  isolated  transaminase  levels  in  the 
absence  of  other  significant  laboratory  or  clin- 
ical findings.  This  entity  is  then  clearly  not 
chronic  active  hepatitis  and  probably  warrants 
no  specific  therapy. 

If  then  bio-chemical  measures  do  not  always 
help  in  providing  the  prognostic  and  therapeutic 
guides  that  are  required  in  evaluation  and  thera- 
py, perhaps  the  answer  lay  in  serologic  or  his- 
tologic changes.  Serologic  alteration  in  the  im- 
mune mechanism  has  been  found  to  occur  in  a 
variety  of  disease  states.  Among  many  are  pri- 
mary biliary  cirrhosis,  chronic  ulcerative  colitis, 
Crohn’s  disease,  Hashimoto’s  thyroiditis,  and 
pernicious  anemia.  Kunkel  and  Associates  in  1951 
described  a disease  complex  ultimately  termed 
Lupoid  hepatitis.  This  syndrome,  found  to  oc- 
cur mainly  in  young  women,  was  characterized 
by  hypergammaglobulinemia,  lupus  erythema- 
tosis,  and  chronic  liver  disease.  The  frequent 
association  of  fever,  arthritis,  thyroiditis,  and 
dermatitis  suggested  a true  antigen-antibody 
reaction  as  the  source  of  trouble.  Lupoid  hepa- 
titis has  now  been  shown  to  be  but  a part  of 
the  overall  spectrum  of  chronic  active  hepatitis. 

Hypergammaglobulinemia  — and  particularly 
an  elevated  IgG  fraction,  antinuclear  antibody, 
and  LE  phenomenon  possess  a high  correlation 
with  the  forms  of  chronic  active  hepatitis  asso- 


ciated with  unfavorable  morbidity  and  mortal- 
ity. In  addition,  newer  immuno-fluorescent  tech- 
niques now  reveal  autoantibodies  bearing  reason- 
able diagnostic  and  perhaps  prognostic  reliabil- 
ity. Mitochondral  and  smooth  muscle  antibodies 
are  two  of  the  newer  auto-immune  complexes 
present  in  a significant  number  of  those  with 
chronic  liver  disease.  In  a recent  study  by  Lud- 
wig, et  al,3  smooth  muscle  antibodies  were 
found  in  82%  of  those  with  chronic  active  hepa- 
titis. Mitochondral  antibodies  occurred  in  only 
5%  with  chronic  active  hepatitis  but  in  100%  of 
individuals  with  primary  biliary  cirrhosis.  Anti- 
nuclear factor,  mentioned  previously,  is  a reason- 
ably good  screening  study  for  chronic  active 
hepatitis  and  was  found  in  75%.  Significant 
alteration  in  the  immune  machanism  is  found 
to  possess  a high  correlation  with  poorer  prog- 
nosis. It  was  suggested  that  smooth  muscle 
antibody  studies  and  antinuclear  factor  values 
may  bear  some  significance  in  choosing  those 
individuals  with  chronic  active  hepatitis  that 
would  benefit  most  by  corticosteroid  or  immuno- 
suppressive therapy.  However,  although  methods 
and  knowledge  are  improving  in  this  field,  sero- 
logic alteration  provides  at  best  a correlation. 
It  is  not  as  yet  proven  to  be  a truly  accurate 
prognosticator. 

A more  precise  presentation  of  the  actual 
hepatic  histologic  changes  seen  in  individuals 
suspected  with  chronic  active  hepatitis  opened 
numerous  new  avenues  of  terminology.4’ 5 Most 
importantly,  it  finally  produced  a most  accurate 
diagnostic  and  prognostic  tool  as  well  as  therapy 
guide.  Three  separate  histologic  classes  of  chron- 
ic active  hepatitis  have  been  proposed. 

( One ) Chronic  lobular  hepatitis  morpholog- 
ically is  consistent  with  changes  identical  to 
those  seen  in  acute  viral  hepatitis.  Random, 
spotty  hepatocellular  necrosis  with  associated 
inflammation  is  seen.  Associated  clinical  features 
such  as  fatigability,  fever,  hepatomegaly,  and 
anorexia  are  variable  in  degree.  Transaminase 
elevation,  likewise,  may  be  mild  or  markedly 
elevated  as  in  acute  viral  hepatitis.  Current 
data6  indicates  that  chronic  lobular  hepatitis 
carries  with  it  a favorable  prognosis  except  if  it 
is  combined  with  peri-portal  hepatitis.  Specific 
therapy  rarely,  if  ever,  is  indicated  and  although 
the  process  may  last  for  years  it  nearly  always 
clears  spontaneously.  Rarely  does  it  progress  to 
the  point  of  interrupting  acceptable  liver  func- 
tion. It  is,  in  essence,  acute  viral  hepatitis  that 


ARIZONA  MEDICINE  37 


has  persisted  for  greater  than  3 months.  Wheth- 
er this  persistence  is  secondary  to  continual  viral 
infestation  or  other  factors  is  unclear. 

( Two ) Chronic  portal  hepatitis  or  chronic 
persistent  hepatitis  represents  in  many  respects 
a more  extensive  picture  of  hepatic  involve- 
ment. Here  there  is  noted  to  be  an  absence  of 
random,  spotty  hepatocellular  necrosis.  Instead, 
histologic  character  is  that  of  inflammatory  in- 
filtrate of  the  portal  tract  and  many  times  asso- 
ciated with  proliferation  of  bile  ductules.  How- 
ever, preservation  of  rather  distinct  boundaries 
between  the  hepatic  parenchyma  and  portal 
tracts  is  almost  always  seen.  Again,  this  picture 
clinically  is  usually  associated  with  a paucity  of 
clinical  signs.  Certainly  only  mild  to  moderate 
changes  in  regard  to  hepatomegaly,  fatigue,  and 
elevated  transaminase  levels  occur.  Again,  as  in 
chronic  lobular  hepatitis,  the  clinical  situation 
is  not  generally  noted  to  progress  to  cirrhosis 
or  significant  hepatic  dysfunction.  As  such,  it 
does  not  usually  require  specific  therapy. 

( Three ) Chronic  peri-portal  hepatitis  or 
chronic  aggressive  hepatitis  is  an  ominous  lesion, 
both  in  its  morphologic  character  and  prognosis. 
Portal  inflammatory  exudate  spilling  into  sur- 
rounding parenchyma  and  necrosis  of  hepatic 
parenchyma  at  the  lobular  border  characterize 
this  aspect  of  chronic  liver  disease.  In  deference 
to  the  unimpressive  clinical  and  laboratory  al- 
terations seen  in  the  former  entities,  fatigue  is  a 
common  symptom.  Serum  transaminase  levels 
fluctuate  but  are  usually  appreciably  elevated 
and  often  out  of  proportion  to»  the  alteration  in 
the  other  liver  function  studies.  In  addition  to 
these  usual  bio-chemical  abnormalities,  there 
are  often  serologic  changes  evident.  As  men- 
tioned previously,  elevated  gamma  globulin  lev- 
els especially  involving  the  Gamma  G compo- 
nent, antinuclear  antibody  and  positive  LE  re- 
actions are  seen.  These  latter  changes  are  felt 
to  be  associated  with  lymphoid  activation  in  the 
liver  and  elsewhere  and  occur  in  somewhat  more 
than  50%  of  the  cases.  The  deposition  of  the 
antibody-antigen  complexes  in  various  tissues 
often  results  in  production  of  various  systemic 
reactions  with  fever,  arthralgias,  dermatitis,  and 
thyroiditis.  Histologically,  varying  degrees  of 
plasma  cell  infiltration  are  usually  seen  when 
the  above  alterations  are  present.  Peri-portal 
hepatitis  does  have  the  capacity  to  progress 
ultimately  to  cirrhosis  even  in  the  absence  of 
jaundice.  According  to  recent  controlled  stud- 
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Chronic  Peri-Portal  Hepatitis 
Gross  distortion  of  a portion  of  liver  lobule  is  evident. 
Cellular  necrosis  is  present  at  the  lobular  border  with 
mononuclear  inflammatory  exudate  and  fibrosis  spilling 
into  surrounding  parenchyma. 

ies,7, 8 this  lesion  probably  ultimately  terminates 
in  appreciable  hepatic  failure  often  within  the 
period  of  a decade  in  spite  of  specific  therapy. 
This  prognostication  was  found  to  be  particularly 
true  if  either  of  3 separate  clinical  morphologic 
pictures  were  presented.  (A)  Peri-portal  hepa- 
titis in  the  absence  of  lobular  hepatitis.  (B) 
Peri-portal  hepatitis  associated  with  lobular 
hepatitis  in  an  individual  ill  for  greater  than 
3 months.  The  latter  time  interval  has  specific 
importance  since  piecemeal  necrosis  of  hepatic 
parenchyma  is  also  seen  in  acute  viral  hepatitis. 
( C ) Peri-portal  hepatitis  with  fibrosis  extending 
as  septa  into  the  peripheral  parenchyma  or 
around  the  proliferating  bile  ductules. 

CASE 

N.R.,  a 37-year-old  male  was  first  seen  in 
January,  1971  because  of  progressive  fatigue, 
nausea,  and  jaundice  over  a two-week  period. 
He  had  been  in  good  past  medical  health  except 
for  the  diagnosis  of  “jaundice  hepatitis”  occur- 
ring in  1954.  Physical  evaluation  revealed  jaun- 
dice, marked  scleral  icterus,  and  moderate  hepa- 
tomegaly as  the  only  significant  physical  find- 
ings. Laboratory  studies  showed  the  following 
values:  hematocrit  53,  WBC  6,000  with  a nor- 
mal differential,  alkaline  phosphatase  65  IU, 
bilirubin  8.6,  SGOT  1375  IU,  LDH  275  IU, 
cholesterol  250,  uric  acid  7.8,  total  proteins  7.8 
and  albumin  4.0.  Hospitalization  was  deferred 
at  that  time  because  of  financial  reasons  and 
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home  rest  was  instituted.  On  3/8/71  liver  func- 
tion studies  had  returned  to  normal  with  the 
exception  of  the  SGOT  which  was  375  IU.  At 
this  point  the  patient  returned  to  his  work  as  a 
truck  driver  and  was  lost  to  follow-up  until  May 
24,  1971.  On  this  date  he  was  seen  for  the  second 
time  with  a 48-hour  history  of  scleral  icterus,  and 
fatigue.  Examination  again  revealed  marked  scl- 
eral icterus,  jaundice,  and  hepatomegaly  with  a 
liver  span  of  17  cm.  Liver  function  studies  were 
as  follows:  SGOT  1130  IU,  SGPT  1270  IU,  bili- 
rubin 8.1,  alkaline  phosphatase  57,  and  LDH 
172  IU.  Australian  antigen  study  was  negative, 
LE  prep  positive,  and  antinuclear  factor  nega- 
tive. Protein  electrophoresis  revealed  a poly- 
clonal gammopathy  with  immuno-electrophor- 
esis  revealing  a markedly  elevated  IgG  fraction. 
Stools  for  ova  and  parasites  on  two  occasions 
were  negative.  A liver  biopsy  revealed  marked 
loss  of  normal  liver  architecture.  Very  marked 
enlargement  of  the  portal  triads  was  seen  with 
encroachment  upon  the  adjacent  liver  lobules. 
Portal  triads  revealed  marked  increase  in  fib- 
rous tissue.  Proliferation  of  the  bile  ductules 
and  increased  infiltration  by  lymphocytes  and 
eosinophiles  was  evident.  There  was  piecemeal 
necrosis  of  groups  of  liver  cells  which  were 
separated  from  the  lobules  by  fibrous  tissue 
extending  from  the  portal  triads.  The  histologic 
picture  was  consistent  with  chronic  peri-portal 
hepatitis  or  chronic  aggressive  hepatitis.  Predni- 
sone 60  mgs.  daily  was  instituted  and  maintained 
for  4 weeks,  then  reduced  to  40  mgs.  daily  as 
the  liver  function  studies  improved.  On  July  9, 
1971  the  SGOT  was  45  IU  with  the  remainder 
of  the  liver  function  studies  being  normal.  On 
this  date  he  returned  to  relatively  sedate  work. 
The  patient  has  maintained  a good  sense  of  well 
being  and  SGOT  levels  less  than  100  IU  since 
this  latter  date  with  steroids  being  slowly  taper- 
ed to  maintenance  levels. 

Data  published  by  Sherlock,  et  al,°  studying 
primarily  young  individuals  with  chronic  active 
liver  disease  of  varying  etiology  indicated  that 
steroids  produced  good  symptomatic  relief.  Pro- 
longed functional  work  capacity  and  improved 
sense  of  well  being  occurred  but  therapy  did 
not  seem  to  prolong  life  as  compared  to  controls. 
More  recent  work  by  Good10  and  others11  utiliz- 
ing cortisone  and  immuno-suppressive  agents 
was  more  promising.  Much  more  intensive  stud- 
ies are  needed,  however,  before  great  optimism 
can  be  justified. 


The  precise  role  or  significance  of  the  Aus- 
tralian antigen  in  chronic  active  hepatitis  is  not 
clear  and  at  this  time  bears  no  definite  prognos- 
tic significance.  It  is,  however,  being  reported 
with  increasing  frequency  in  individuals  with 
chronic  aggressive  hepatitis. 

The  etiology  and  pathogenesis  of  chronic  ac- 
tive hepatitis  are  not  well  understood.  Conse- 
quently, in  the  past  individuals  who  revealed 
evidence  of  progressive  liver  dysfunction  after 
a bout  of  acute  viral  hepatitis  were  grouped  into 
categories  that  had  little  morphologic  or  prog- 
nostic value.  It  is  not  to  be  assumed  that  the 
above  classification  represents  distinct  diseases 
but  rather  disease  processes.  The  borderline  be- 
tween them  is  not  sharp  but  often  slurred  and 
sometimes  indistinguishable.  With  liver  biopsy 
it  may  be  extremely  difficult  to  distinguish  with 
certainty  chronic  aggressive  hepatitis  from 
chronic  biliary  cirrhosis.  Chronic  persistent  hepa- 
titis may  often  be  confused  or  be  indistinguish- 
able from  non-specific  reactive  hepatitis  or  slow- 
ly resolving  acute  hepatitis.  Nevertheless,  any 
patient  presenting  with  fatigue,  enlarged  liver, 
and  increased  serum  transaminase  values  with- 
out clinical  evidence  of  chronic  liver  disease 
should  have  a liver  biopsy  and  thorough  clinical 
as  well  as  serological  evaluation.  With  increas- 
ing knowledge  and  awareness  we  are  now  able 
to  more  intelligently  place  each  individual  in 
at  least  a meaningful  category  as  concerns  mor- 
phology and  histology.  Our  abilities  to  prognos- 
ticate and  institute  therapy  within  these  cate- 
gories initially  seems  more  logical,  orderly  and, 
in  many  instances,  with  reasonably  good  results. 
Let  us  hope  that  our  advances  in  therapy  in  the 
future  will  bring  even  more  rewarding  results. 
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REPORT  OF  A PILOT  STUDY  ON  NON-CALCIFIED  DISCREET  PULMONARY 
COIN  LESIONS  IN  A COCCIDIOIDOMYCOSIS  ENDEMIC  AREA 

SAMUEL  L.  COHEN,  M.D. 

ADELITO  M.  GALE,  M.D. 

HOWARD  E.  LISTON,  M.D.f 


A pilot  study  concerning  non-calicified  dis- 
creet pulmonary  coin  lesions  in  a coccidioidomy- 
cosis endemic  area  was  initiated  in  1968  at  the 
Maricopa  County  Health  Department,  Phoenix, 
Arizona.  This  study  was  done  in  an  effort  to 
determine  whether  or  not  a long-term  study 
could  produce  valid  statistical  results  in  deter- 
mining the  percentage  of  malignant  tumors  oc- 
curring in  these  non-calicified  discreet  pulmon- 
ary coin  lesions  in  a cocciomycous  endemic  area. 

Whereas  the  resected  non-calicified  discreet 
pulmonary  coin  lesions  in  non-coccidioidomy- 
cosis endemic  areas  have  been  shown  to  have  a 
very  high  percentage  of  carcinoma,  51  to  56%, 
and  in  mass  surveys  the  incidence  of  carcinoma 
is  from  3 to  6%. 

It  has  been  our  clinical  and  radiological 
impression  over  the  past  20  years  that  in 
a coccidioidomycosis  endemic  area  these  le- 
sions found  at  random  are  largely  benign. 
There  are  no  valid  statistics  or  studies  concern- 
ing this.  This  pilot  study  was  started  at  the 
Maricopa  County  Health  Department  in  Feb- 

From  800  North  1st  Ave.,  Phoenix,  Az.  (Dr.  Cohen),  and 
Veterans  Administration  Hospital,  Phoenix,  AZ,  (Dr.  Gale  & Dr. 
Liston). 

tDeceased  August  30,  1971. 


ruary  1968  with  the  aid  of  a grant  from  the 
Arizona  Tuberculosis  and  Respiratory  Disease 
Association,  Phoenix,  Arizona.  At  this  institution 
excellent  photoroentgen  4 x 4”  chest  films  were 
taken  of  people  from  all  walks  of  life,  age,  sex 
and  occupation  and  ethnic  groups.  A retrospec- 
tive study  was  performed  on  these  mass  survey 
chest  films  for  the  year  1959-1968.  During  these 
years,  339,141  cases  were  examined.  Of  these 
24,661  had  some  reported  pathology.  The  reports 
of  these  24,661  positive  cases  were  examined  and 
all  non-calicified  nodular  lesions  were  culled. 
The  films  on  all  these  reported  cases  of  nodular 
lesions  were  reviewed.  With  the  use  of  letters, 
telephone  calls  and  direct  contacts,  attempts 
were  made  to  follow  up  these  cases  as  com- 
pletely as  possible.  Four  hundred  and  four  non- 
calcified  discreet  pulmonary  coin  lesions  were 
found.  Of  these  we  were  able  to  get  complete 
follow-up  studies  on  102  cases.  Eighty  cases  had 
less  than  a 5-year  follow  up;  222  cases  were  lost 
to  follow  up.  In  these  102  cases,  no  carcinomas 
were  found.  This  is  of  interest  but,  of  course, 
not  statistically  conclusive.  These  completed 
cases  in  their  entirety  with  follow-up  statistical 
findings  were  then  given  to  Mr.  Dean  Benson 
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and  Miss  Sally  Nuhn  of  the  Maricopa  County 
Medical  Statistical  Department,  Phoenix,  Ari- 
zona, for  statistical  analysis.  The  result  was  that 
a prospective  study  rather  than  a retrospective 
study,  as  the  pilot  project  was,  with  several 
factors  being  better  controlled,  would  probably 
result  in  establishing  a statistically  valid  study. 

One  of  their  recommendations  was  that  the 
pulmonary  nodular  cases  reported  in  other  insti- 
tutions in  this  endemic  area  should  be  studied. 
A careful  search  was  done  and  only  at  the 
Veterans  Administration  Hospital,  Phoenix,  Ari- 
zona, were  we  able  to  get  any  surgical  and 
pathological  reports  for  the  same  period  of  time 
as  the  previous  study,  1959-1968.  Seventy-seven 
such  cases  were  found  at  the  Veterans  Adminis- 
tration Hospital.  Most  of  these  cases  had  fairly 
complete  data,  such  as  age,  sex,  race,  smoking 
history,  skin  tests,  etc.  Of  these  77  cases,  20 
(26%)  were  proven  malignant;  57  benign.  Sev- 
enty-one were  male,  6 were  female,  ranging 
from  33  to  76  years  old.  Fifty  cases  were  cocci- 
dioidomycosis; 20  cases  were  bronchogenic  car- 
cinoma; 3 cases  were  hamartoma.  There  were 
4 cases  of  non-specific  benign  granulomata. 
Fifty-eight  cases  had  diagnosis  confirmed  by 
surgery  and/or  autopsy  or  pathological  tissue 
report.  On  the  basis  of  no  change  in  size  of  the 
pulmonary  nodule  over  a five-year  follow  up, 
20  cases  were  classified  as  benign.  The  results 
of  this  combined  VA  and  County  Health  study 
were  then  sent  to  the  Statistical  Branch  of  the 
Western  Research  Support  Center  at  the  Vet- 
erans Administration  Hospital,  Sepulveda,  Cali- 
fornia, for  medical  statistical  analysis.  This  study 
at  the  Phoenix  Veterans  Administration  Hospital 
was  approved  by  the  Research  Committee  at 
that  hospital.  The  report  of  the  statistical  analy- 
sis by  the  Western  Research  Support  Center 
suggested  certain  corrections  and  reclassifica- 
tion of  the  data,  and  finally  suggested  a prospec- 
tive study  of  100  patients  with  benign  lesions 
from  an  endemic  area  to  be  matched  against 
100  patients  with  a benign  lesion  from  a non- 
endemic area. 

Many  series  of  non-calcified  pulmonary  nod- 
ules have  been  reported  with  an  attempt  to 
evaluate  benignancy  or  malignancy  and  factors 
influencing  the  curability  rate,  etc. 

Garland,  et  al,2  reported  a series  of  cases  over 
which  the  rates  of  growth  and  the  backward 
evaluation  of  the  extent  and  duration  of  the 
tumor  have  been  statistically  evaluated.  They 


concluded  that  when  the  tumor  of  the  lung  is 
first  apparent,  and  the  lesion  must  be  at  least 
one  cm.  in  diameter  before  it  can  be  recognized 
by  X-ray.  If  one  cm.  in  diameter  it  has  been 
present  for  at  least  10  years  (squamous  cell 
carcinoma)  and  up  to  25  years  (adenocarcin- 
oma) before  it  was  capable  of  being  detected 
by  X-ray. 

Erich  Colmeier3  reported  that  a carcinoma 
smaller  than  one  cm.  cannot  be  diagnosed  roent- 
genologically  with  standard  methods.  Weiss, 
Boucot  and  Cooper4  noted  that  early  detection 
and  early  resection  were  not  associated  with 
prolonged  survival  after  resection.  In  their  se- 
ries the  “early  detection”  is  not  really  enough 
in  the  natural  history  of  lung  cancer  to  provide 
the  opportunity  for  increased  cure  by  early 
surgical  means.  They  also  concluded  that  sur- 
vival seems  to  be  related  to  growth  rate  rather 
than  to  time  of  resection  and  there  is  the  same 
relationship  between  doubling  time  and  survival 
in  unresected  cases.  Higgins  and  Beebe5  report- 
ed that  the  size  of  the  lesion  is  quite  unrelated 
to  the  likelihood  of  death  from  cancer  within 
the  first  five  years  after  curative  surgery. 

It  is  our  feeling  that  when  a non-calcified  dis- 
creet coin  lesion  is  found  in  a person’s  chest 
X-ray,  this  lesion  is  quite  old.  It  is  felt  that 
growth  rate  of  the  lesion,  among  other  things, 
determines  its  curability  rather  than  the  type 
and  time  of  surgery  or  the  type  of  therapy  oi 
the  size  of  the  lesion  if  (below  2.0  — 3.0  cm.).6 

As  a result  of  our  experience  of  having  seen 
a large  number  of  cases  of  non-calicified  discreet 
coin  lesions  in  the  coccidioidomycosis  endemic 
area  proven  to  be,  by  surgery,  benign  lesions, 
it  would  suggest  to  us,  and  from  other  past 
studies  concerning  coin  lesions  elsewhere,  that 
much  surgery  could  be  avoided  in  these  cases, 
especially  if  they  were  studied  in  relation  to  age, 
sex,  smoking  habits,  skin  tests,  sputum  tests,  mi- 
croscopic tests  and  all  other  methods  available 
prior  to  excisional  surgery.  It  is  also  suggested 
in  view  of  previous  statistical  studies  that  par- 
ticularly in  an  endemic  area,  such  lesions,  if  be- 
low two  cm.  in  size,  could  be  closely  watched 
for  a period  of  time  to  see  if  there  is  any  growth 
of  the  lesion.  If  any  growth  is  observed  on  chest 
follow-up  studies,  then  certainly  surgery,  which 
has  been  shown  to  be  the  only  curative  proce- 
dure in  carcinoma  of  the  lung,  should  be  done. 
It  is  recognized  that  granulomas  also  enlarge 
but  infrequently  so,1  and  that  carcinomas  can 
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lay  dormant  for  several  years.  It  is  also  rec- 
ognized that  this  view  differs  from  the  others. 

It  is  our  conclusion  from  the  retrospective 
study,  and  based  upon  the  suggestions  of  the 
County  Health  Dieticians  and  the  Western  Re- 
search Support  Center,  that  a long-term,  closely 
controlled  prospective  study  would  provide  sta- 
tistically sound  data  from  which  valid  conclu- 
sions might  be  drawn. 

It  is  recommended  that  a permanent  research 
study  group,  including  at  least  two  doctors  and 
a secretary,  be  formed.  It  is  further  recommend- 
ed that  all  non-calicified  coin  lesions  be  report- 
ed to  this  control  group  from  all  private  physi- 
cians, private  hospitals,  government  hospitals 
and  county  health  studies.  Additionally,  it  is 
recommended  that  each  case  should  be  followed 
for  a period  of  ten  years.  It  is  suggested  that 
this  data  be  collected  for  computer  analysis  so 
that  the  statistical  study  will  be  more  accurate 
at  the  end  of  the  period  of  study  allotted.  The 
funding  of  such  a study  group  would  have  to  be 
from  a long-term  government  or  private  grant. 
It  is  recognized  that  the  availability  of  such 
funding  at  this  time  is  quite  remote. 

CONCLUSIONS 

1.  A pilot  study  done  at  the  Maricopa  County 
Health  Department  and  the  Veterans  Adminis- 
tration Hospital,  Phoenix,  Arizona,  resulted  in 
no  valid  statistical  results  concerning  the  histolo- 
gy of  non-calicified  pulmonary  coin  lesions  in  a 
coccidioidomycosis  endemic  area. 

2.  The  results  of  the  retrospective  study  did 
suggest  that  a long-term  prospective  study,  close- 
ly controlled,  and  with  clearly  defined  analytic 
factors,  would  be  productive. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell's  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


MILITARY  ASSISTANCE  FOR  SAFETY  IN  TRAFFIC 


Military  helicopters  and  paramedical  person- 
nel are  providing  ambulance-rescue  service  for 
civilian  emergencies  in  five  states,  including  Ari- 
zona. 415  missions  with  evacuation  of  515  people 
have  been  accomplished  since  the  Military  As- 
sistance for  Safety  in  Traffic  (M-A-S-T)  began 
in  July,  1970. 

The  concept  of  the  MAST  project  in  Arizona 
is  to  employ  military  helicopter  resources  at 
Luke  Air  Force  Base  to  perform  functions  of 
emergency  care,  extrication,  and  transportation 
of  accident  victims,  when  these  functions  can 
best  be  performed  by  helicopter.  Serious  medical 
emergencies  are  defined  as  situations  where  an 
individual’s  condition  requires  that  he  be  air- 
evacuated  to  a medical  care  center.  The  heli- 
copters used  by  Luke  Air  Force  Base  are  the 
Kaman  HH-43  B’s.  The  aircraft  can  carry  eight 
ambulatory  or  two  litter  patients  with  an  at- 
tendant. The  HH-43  B radius  of  operation  is  75 
miles  with  a full  fuel  load,  but  MAST  crews  will 
respond  anywhere  in  the  state  by  refueling  at 
places  such  as  Prescott,  Kingman,  Williams, 
Grand  Canyon,  Winsolw,  Payson,  Young,  Gila 
Bend,  and  at  other  military  bases. 

A request  for  a MAST  helicopter  may  be 
initiated  by  a physician  or  other  responsible  per- 


son with  a call  to  the  Medical  Emergency  Com- 
munications Assistance  center  (MECA)  (Tele- 
phone number  264-2881)  at  St.  Joseph’s  Hospital 
and  Medical  Center  in  Phoenix.  The  requester 
should  obtain  as  much  information  as  possible 
regarding  the  emergency  before  placing  the  call, 
i.e.,  location,  weather,  landing  areas,  obstruc- 
tions, number  of  persons  involved,  and  some  in- 
dication of  the  extent  of  injuries.  Inter-hospital 
transfer  flights  will  be  conducted  only  if  the 
originating  physician  feels  it  is  a critical  emerg- 
ency, and  only  after  all  of  the  arrangements  have 
been  made  at  both  ends  of  the  transfer  and  the 
patient  has  been  properlv  prepared  for  the 
flight. 

The  MAST  program  has  been  in  operation  for 
18  months  on  a trial  basis.  Arizona  Medicine 
urges  that  this  important  service  to  the  people 
of  Arizona  be  carried  on  “indefinitely”  and  be 
expanded.  Physicians  are  urged  to  think  of 
MECA  (Telephone  264-2881)  to  facilitate  the 
MAST  program.  Governmental  support  and  ex- 
perience in  this  area  of  emergency  services  is 
an  essential  supplement  to  existing  programs 
and  to  the  private  practice  of  medicine. 

John  R.  Green,  M.D. 
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THE  CRISIS 


President 

James  L.  Grobe,  M.D. 


A great  deal  of  effort  has  been  exerted  to 
publicize  the  existence  of  a “health  care  crisis” 
in  our  country.  Many  pressure  groups  have 
utilized  this  “crisis”  to  promote  programs  to 
change  the  health  care  system,  but  specific 
identification  and  qualitative  assessment  of  such 
a crisis  have  been  conspicuous  by  their  absence. 

Every  American  has  the  right  of  access  to 
quality,  comprehensive  health  care.  Many  com- 
plex problems  make  the  delivery  of  such  health 
care  difficult,  and  could  place  a strain  on  our 
national  economy. 

The  task  of  meeting  the  nation’s  health  care 
needs  will  not  be  solved  by  simply  providing 
more  health  care  services.  These  needs  are 
equally  dependent  upon  such  factors  as  the 
opportunity  for  employment,  clean  air  and  wat- 
er, sanitation,  adequate  housing,  education  and 
transportation. 

Unlimited  medical  services  alone  cannot  solve 
problems  resulting  from  social,  economic  and 
environmental  ills. 

The  physician  is  the  person  who  will  be  both 
frustrated  by,  and  blamed  for,  failure  to  improve 
poor  health  caused  by  social  and  economic  con- 
ditions which  are  not  correctable  by  simply  pro- 
viding more  medical  care.  Indeed,  professional 
competence  can  be  a sterile  achievement  when 
social  and  economic  conditions  prevent  the  full 
and  effective  use  of  professional  training  and 
experience. 

These  important  facts  should  be  considered 
by  legislative  bodies  and  planning  councils  when 
they  seek  to  solve  the  problems  of  health  care. 
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THE  VISITING  SCHOLAR  PROGRAM 


An  understanding  of  the  evolution  of  ideas 
and  progress  in  any  scientific  field  ( not  its  chron- 
ology ) ) is  an  important  — some  think  indispens- 
able — aid  to  comprehending  a field  in  any  real 
depth.  For  some  time  the  College  of  Medicine 
has  sought  an  appropriate  means  to  bring  that 
kind  of  broadening  and  enriching  experience  to 
our  staff,  residents,  and  students. 

A number  of  medical  schools  have  responded 
to  this  need  by  establishing  departments  of  the 
history  of  medicine,  but  the  time  is  not  ripe  for 
such  an  approach  on  our  campus.  Instead,  we 
asked  our  departments  to  cooperate  in  a pro- 
gram of  Visiting  Scholars  — people  of  broad  in- 
tellectual perspective  — whose  appreciation  of 
the  historical  evolution  of  biology,  medicine  and 
human  behavior  sheds  light  on  contemporary 
developments  in  their  fields.  Candidates  for  in- 
vitation were  to  be  individuals  other  than  those 
whom  a department  would  ordinarily  invite  to 
give  a class  lecture.  They  would  be  chosen, 
rather  to  act  as  special  intellectual  catalysts  for 
students  and  faculty  alike  in  their  appreciation 
of  scientific  and  medical  endeavors. 

One  feature  of  the  Visiting  Scholar  Program 
contrasts  sharply  with  the  history  of  medicine 
courses  in  use  at  most  schools.  Here,  the  contri- 
bution of  the  Visiting  Scholar  will  be  conveyed 
to  the  students  as  an  integral  and  interwoven  part 
of  each  basic  and  clinical  science,  rather  than 
as  any  type  of  lecture  course.  Each  invitee  will 
be  in  Tucson  for  a “visit”  of  several  days  — any- 
where from  two  to  seven  — and  will  participate 
in  the  host  department’s  regular  class  or  clinical 
teaching,  as  well  as  in  a limited  number  of  dis- 
cussions, lectures  or  seminars,  stressing  the  in- 
tellectual, social  and/or  technical  history  of  the 
discipline  for  the  benefit  of  the  total  Medical 
Center. 

Although  the  benefits  of  the  program  will  ex- 
tend throughout  the  academic  community  in  the 
Medical  Center,  the  major  thrust  of  a visit  will 
be  aimed  at  expanding  the  historical  understand- 
ing of  the  field  on  the  part  of  the  faculty  of  the 
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host  department  and  of  the  College.  The  faculty 
thrust  is  intended  to  extend  the  value  and  bene- 
fit of  the  guest  beyond  the  duration  of  the  visit 
and  to  maximize  the  integration  of  historical 
perspective  into  the  subsequent  daily  teaching 
of  the  faculty  concerned.  Indeed,  the  latter  point 
is  one  of  the  principal  reasons  for  developing  the 
program,  since  the  faculty,  because  of  other 
commitments,  have  too  little  opportunity  to  be- 
come sufficiently  knowledgeable  in  the  concep- 
tual history  of  their  fields  to  weave  historical 
perspective  into  the  day-to-day  teaching. 

At  the  invitation  of  the  Department  of  Surg- 
ery, the  first  Kenneth  A.  Hill  Visiting  Scholar, 
Dr.  Owen  H.  Wangensteen,  will  arrive  toward 
the  end  of  February  or  the  beginning  of  March, 
1972.  Dr.  Wangensteen,  now  retired,  was  Profes- 
sor of  Surgery  and  chairman  of  the  Department 
of  Surgery  at  the  University  of  Minnesota  School 
of  Medicine  for  many  years.  Apart  from  his  tech- 
nical competence  and  his  original  contributions 
to  the  surgical  sciences,  Dr.  Wangensteen  is  a 
notable  scholar. 

Other  departments  are  arranging  similar  visits 
for  later  in  the  year  and  beyond.  One  of  the 
most  stimulating  of  those  in  prospect  is  a visit 
from  Gertrude  Annan,  former  Director  of  the 
Library  of  the  New  York  Academy  of  Medicine 
and  world-renowned  authority  on  the  history 
of  medicine.  Her  visit  in  March  will  serve, 
among  other  things,  to  remind  the  professional 
community  of  the  importance  of  repositories  of 
historical  information,  among  which  our  Medical 
Center  Library  can  count  the  Hugh  H.  Smith 
collection. 

At  the  University  of  Arizona,  the  College  of 
Medicine  is  not  alone  in  recognizing  the  value 
of  deep  insight  into  the  evolution  of  basic  con- 
cepts in  the  biological  sciences.  The  College  of 
Pharmacy  has  recently  acquired  the  services  of 
George  Bender,  who  produced  the  “Great  Mo- 
ments in  Medicine”  and  “Great  Moments  in 
Pharmacy”  series.  These  color  illustrations,  with 
accompanying  explanatory  text,  reveal  the  deep 
interpenetration  of  the  cultural  factors  surround- 
ing the  emergence  of  fundamental  concepts  of 
the  health  sciences  at  certain  points  in  time. 


WILLIAM  B.  McGRATH,  m.d. 


All  of  us  are  frightened  by  the  rapid  spread 
of  rioting  and  random  destructiveness.  There  are 
many  attempts  to  explain  why  the  individual  or 
the  mob  will,  in  effect,  lose  its  temper  and  run 
amok.  These  studies  are  based  on  the  known 
formula  of  frustration  and  aggression.  They  all 
beg  the  question. 

It  is  of  little  use  to  look  for  the  sources  of 
frustration  out  there  in  the  environment.  The 
dehumanizing  factors  of  crowding  and  regimen- 
tation and  urban  ugliness  have  been  documented 
and  bewailed  enough.  It  is  masochistic  to  blame 
society;  and  masochism  is  an  invitation  to  furth- 
er sadism  and  violence. 

The  real  question  is  why  people  have  not 
learned  to  tolerate  frustration  or  to  do  some- 
thing constructive  about  it.  The  deeper  philoso- 
phical question,  in  the  issue  of  dstructive  versus 
constructive  behaviour,  is  whether  or  to  what 
degree  the  individual  has  a choice. 

Now  come  the  psychologists  who  say  that 
freedom  is  an  illusion  which  mankind  can  no 
longer  afford.  They  too  are  missing  the  point. 
They  have  not  thought  through  the  paradox  in- 
herent in  the  concept  of  freedom. 

An  analogy  may  be  helpful  to  illustrate  our 
proposition.  There  is  a world  of  difference  be- 
tween banging  one’s  fists  on  the  piano  keys  and 
playing  a sonata.  A good  musician  in  an  infantile 
rage  might  conceivably  hit  the  piano  with  his 
fists.  But  we  will  trust  him  with  the  finest  in- 
strument, knowing  that  he  will  enjoy  exercising 
his  skill.  Do  you  see  that  he  has  a choice?  Do 


you  see  that  the  non-musician  does  not  have  that 
choice? 

The  musician  has  the  choice  only  because  he 
has  taught  himself  control.  The  same  principle 
applies  to  everything,  be  it  horseback  riding  or 
sobriety  or  brain  surgery.  It  applies  to  every  as- 
pect of  living. 

It  is  not  knowledge  but  control  which  engages 
the  highest  centers  of  the  brain  and  mind.  These 
are  the  steering  mechanisms  without  which 
knowledge  is  worthless  if  not  actually  danger- 
ous. Wisdom  is  the  disciplined  application  of 
learning.  This  is  not  just  a definition;  it  is  a 
maxim,  a fundamental  rule  for  living. 

Churches  can  preach  benevolence.  Schools 
can  impart  knowledge.  This  falls  short  of  fulfill- 
ing their  responsibility.  They  are  not  doing  their 
job.  Wisdom,  the  controlled  use  of  knowledge, 
can  be  developed  only  by  the  individual,  only 
by  his  own  sustained  efforts,  his  own  discipline. 
Where  in  the  curriculum  is  any  organized  atten- 
tion to  the  development  of  those  highest  centers 
of  control? 

Earlier  tribes  used  to  inculcate  stoicism  from 
the  very  beginning.  The  nursing  infant  would  be 
jerked  away  from  the  breast  and  not  permitted 
to  resume  until  it  had  stopped  squalling.  The 
brave  would  later  endure  torture  and  not  give 
away  the  tribal  secrets.  Some  people  look  back 
supercilliously  at  our  own  religious  practices. 
They  see  in  them  no  more  than  compulsive  rit- 
uals and  magic.  The  child  did  not  eat  meat  on 
Friday;  denied  himself  candy  or  movies  during 
Lent;  fasted  before  taking  the  sacraments.  He 
was  developing  will  power  for  its  own  sake.  He 
taught  himself  habits  of  tolerating  frustration  or 
delaying  gratification  or  resisting  temptation.  He 
acquired  the  confidence  that  he  could  make  and 
keep  his  own  resolutions. 

The  ultimate  and  angriest  frustration  of  all  is 
between  the  individual  and  himself  when  he 
discovers  too  late  that  he  cannot  control  his  own 
behaviour.  If  he  cannot  control  himself  he  will 
react  to  other  frustrations  with  mindless,  infan- 
tile aggression,  banging  his  fists.  He  has  no 
choice.  He  will  have  to  be  restrained  by  trunch- 
eons and  tear  gas.  The  person  who  does  have 
himself  in  control,  whether  alone  or  in  a crowd, 
can  either  wait  or  do  something  constructive. 
He  does  have  a choice.  He  will  not  have  to  be 
controlled  by  others.  He  is  free.  His  freedom  is 
not  a blessing  bestowed  on  him  by  demoncracy. 
It  is  a hard-earned  reward. 
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EARLY  ARIZONA  MEDICAL  ASSOCIATION  ACTIVITIES 

JOHN  W.  KENNEDY,  AA.D. 


PRESCOTT,  ARIZONA,  May  28,  1896 

“The  Fifth  Annua]  Session  of  the  Arizona 
Medical  Association  convened  in  the  Prescott 
Opera  House  Thursday,  May  28,  1896  at  11 
o’clock  owing  to  the  absence  of  President  Cotter, 
Dr.  D.  M.  Purman  of  Phoenix  was  elected  Presi- 
dent Protem.  Judge  J.  J.  Hawkins  was  introduced 
and  welcomed  the  members  to  the  city  among 
the  pines  in  the  following  language.”  . . . 

“I  consider  it  a very  high  honor  conferred 
upon  me  in  having  been  invited  on  this  your 
fifth  annual  session  to  extend  to  you  an  address 
of  welcome. 

“It  is  a compliment  not  only  to  me  but  to  the 
noble  profession  to  which  I belong  to  be  called 
upon  to  welcome  your  learned  profession  to  the 
cool  breezes  of  this  mountain  city  in  the  heart 
of  old  Yavapai,  and  I take  pleasure  in  extending 
to  you  the  right  joyous  welcome  to  our  midst. 

"I  would  however,  be  remiss  in  my  duties  if 
I did  not  to  some  little  extent  speak  somewhat 
of  your  profession  and  the  progress  you  are 
making  in  the  scientific  world  today  . . . You 
are  not  content  with  set  forms  of  the  sixteenth 
century;  where  the  reason  for  a rule  ceases  you 
discard  it.  Can  I say  as  much  for  my  own? 

“What  is  the  medical  profession  doing  for  the 
world  ...  It  is  aiding  in  the  enlightenment  of 


mankind  and  fighting  a noble  battle  with  the 
diseases  with  which  we  are  afflicted.  . . . 

“You  are  here  for  business  and  I am  here  to 
welcome  you;  yet  I can  not  quite  without  re- 
verting to  what  seems  the  custom  of  you  learned 
men;  take  the  case  of  any  of  your  notable  men, 
they  toil,  study,  make  some  discovery  that  alle- 
viates suffering  and  destroys  disease.  The  formu- 
la is  given  to  the  profession  and  often  the  reward 
of  the  discoveries  is  in  the  praise  and  hearts  of 
a disease  stricken  world.  After  all  is  not  his 
reward  greater.  What  are  the  sordid  gains?  Is 
it  not  better  to  have  the  good  expectations  of 
the  great  discovers  of  the  medical  science,  and 
leave  the  same  as  a heritage  to  a needy  world, 
than  to  have  hoarded  and  have  left  behind  some 
few  thousands  of  gold. 

“I  have  not  the  time,  nor  do  I wish  to  weary 
you  with  the  particular  surgical  inventions  and 
medical  discoveries  of  the  present  age,  suffice 
it  to  say  that  it  has  evidently  always  been  the 
desire  of  your  profession  to  aid  science  and 
benefit  the  world.  May  it  ever  be  thus. 

“In  the  name  of  the  inhabitants  of  Prescott, 
I welcome  you  to  our  mountain  city,  we  feel 
honored  by  your  attendance  here.  May  your 
society  continue  to  grow  and  to  prosper.” 

“On  behalf  of  the  Association,  Dr.  Charles 
H.  Jones  of  Tempe  responded.” 
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After  a brief  recess  the  following  physicians 
were  recommended  bv  the  membership  commit- 
tee to  join  the  Association:  W.  R.  Hall,  M.D., 
Prescott;  T.  B.  Davis,  M.D.,  Prescott;  C.  A. 
Sewall,  M.D.,  Prescott;  E.  N.  Gerard,  M.D., 
Phoenix;  and  J.  N.  McCandles,  M.D.,  Prescott. 

“On  motion  of  Dr.  Martin  they  were  duly 
elected  to  membership.” 

During  the  afternoon  and  evening  sessions  the 
following  papers  were  read  and  discussed  at 
great  length:  ‘Calomel’  by  Dr.  E.  N.  Gerard; 
Child  Murders’  by  Dr.  W.  Barry;  ‘Nasal  Catarra’ 
by  Dr.  P.  G.  Cotter;  ‘Epilepsy’  by  Dr.  Purman; 
‘Some  Obsevations  on  the  Effect  of  the  Extreme 
Heat  on  the  Salt  River  Valley’  by  Dr.  Hughes; 
and  President  Cotter  delivered  the  annual  ad- 
dress. 

Election  of  officers  ensued  and  these  gentle- 
men assumed  their  respective  offices:  President, 
D.  M.  Purman,  Phoenix;  Vice  Presidents,  E.  W. 
Dutcher,  Prescott;  G.  Shields  Collins,  Globe; 
Secretary,  E.  N.  Gerard,  Phoenix;  Secretary,  L. 
D.  Dameron,  Phoenix,  and  Treasurer,  Charles 
H.  Jones,  Tempe.  Essayist  was  T.  B.  Davis,  of 
Prescott. 

Various  resolutions  of  thanks  were  proposed 
and  accepted  by  the  group.  Then  the  following 
communication  was  read. 

“Prescott,  Arizona,  May  28,  1896 
“The  Arizona  Medical  Association  in  Session 
in  Prescott 
“Greetings 

“Prescott  Camp  No.  3 Woodmen  of  the  World 
give  a log  rolling  or  social  session  this  evening 
to  which  we  cordially  invite  you  all  to  attend. 

“Wishing  the  Association  much  success 
Yours  truly, 

W.  S.  Golsworth,  Consul  Commander” 

“On  motion  the  invitation  was  accepted.  There 
being  no  further  business  the  Association  ad- 
journed to  meet  in  Phoenix,  January  27,  1897.” 

L.  D.  Dameron,  Secretary 

PHOENIX,  ARIZONA,  January  26  & 27,  1897 
“The  Sixth  annual  session  of  the  Arizona  Med- 
ical Association  convened  in  the  parlors  of  the 
Presbyterian  Church  in  the  City  of  Phoenix, 
Tuesday,  January  26  at  10  o’clock  a.m.” 

This  session  was  called  to  order  by  the  Presi- 
dent Dr.  D.  M.  Purman  and  the  session  was 
opened  with  prayers  by  Rev.  C.  J.  Chase  of  the 

M.  E.  Church.  “General  A.  J.  Sampson  was 
introduced  and  in  well-chosen  words  welcomed 


the  Association  to  the  Capital  City.  On  behalf 
of  the  profession  Dr.  J.  Miller  of  Prescott  re- 
sponded.” 

A recess  was  called  and  those  physicians  who 
had  not  made  application  for  membership  did 
so.  When  they  reconvened  the  Judicial  council 
reported  with  favor  upon  the  following  physi- 
cians: Dr.  H.  B.  Fordon,  Tombstone;  Joseph  G. 
Bullock,  Sacatone;  Otto  E.  Plath,  Phoenix;  Lou- 
ise L.  Graham,  Phoenix;  Winfried  Wilie,  Phoe- 
nix; W.  V.  Whitmon,  Tucson;  William  Duffield, 
Phoenix;  J.  V.  Gaff,  Tucson;  Ella  P.  Summer, 
Phoenix;  J.  E.  Drane,  Mesa,  and  Lindley  R. 
Wright,  Glendale. 

Dr.  E.  N.  Gerand  made  the  motion  and  these 
physicians  were  duly  elected  into  membership. 

“Dr.  J.  Miller  offered  the  following  resolution 
as  an  amendment  to  the  Constitution: 

“Resolved  that  the  words  gentlemen  in  the 
profession  occuring  in  Section  3 of  the  By-Laws 
be  changed  to  ‘ladies  or  gentlemen.’  Also  the 
world  ‘medical’  appearing  in  the  third  line  be- 
fore the  word  ‘science’  be  stricken  out.”  The 
resolution  was  adopted. 

An  additional  resolution  was  the  election  of 
General  A.  J.  Sampson  into  Honorary  member- 
ship in  the  Association. 

At  this  session  a committee  on  Necrologv  was 
appointed  by  the  President.  It  consisted  of  Drs. 
William  Duffield,  A.  W.  Cottrell  and  Charles 

N.  Jones. 

A clinic  in  neurology  was  presented  by  Dr. 
Charles  H.  Jones  which  the  members  found  to 
be  of  interest  and  informative. 

“It  was  moved  by  Dr.  Jones  that  Dr.  Lobdell 
of  Chicago  be  invited  to  demonstrate  the  hyp- 
notic and  suggestive  treatment  on  the  patient 
at  2 o’clock  p.m.  The  motion  prevailed.” 

The  morning  session  ended. 

During  the  afternoon  reports  were  received 
from  the  Secretary  and  the  Treasurer.  The  Sec- 
retary reported  that  he  had  carried  out  the  re- 
quests of  the  Association.  He  had  forwarded  a 
copy  of  the  proceedings  of  the  last  session  to 
all  the  “regular  practitioners  of  the  Territory 
whose  name  and  address  he  could  obtain.  A 
copy  was  also  forwarded  to  the  secretary  of  each 
state  and  territorial  association  of  the  United 
States.”  In  return  copies  of  several  states  ard 
territories  transactions  were  received. 

The  Treasurer  reported  on  the  minimal  trans- 
actions of  the  year  and  they  were  referred  to 
the  Audit  Committee.  In  that  evening’s  session 


ARIZONA  MEDICINE  49 


the  Committee  found  the  reports  of  both  the 
Secretary  and  Treasurer  to  be  in  order. 

“Dr.  Hughes  moved  that  the  matter  of  med- 
ical legislation  be  taken  up  for  discussion.  Dr. 
H.  S.  Gordon  explained  a bill  which  he  had 
drafted  assisted  by  his  representatives  from 
Cochise  County.  Dr.  Miller  moved  that  the 
matter  be  referred  to  the  Territorial  Committee 
on  Legislation,  together  with  a similar  commit- 
tee from  Maricopa  County  Association,  and  Dr. 
Gordon  and  Mr.  Riggs  of  Cochise  County  be 
added  to  said  Committee.  Motion  prevailed.” 

During  the  two  day  session  the  following 
papers  were  read  and  discussed  at  some  length; 
in  particular  the  manuscript  prepared  by  Dr. 
Toney,  which  was  discussed  in  both  the  after- 
noon and  evening  session  of  the  26th.  The  papers 
were  “Heredity”  by  D.  M.  Purman;  “Gonorrhora 
a Few  Results”  by  L.  C.  Toney;  “Ophthalmia” 
by  J.  Miller;  “Catarrh  of  the  Middle  Ear”  bv 
Ancil  Martin;  “Typhoid  Fever”  by  T.  S.  Collins; 
“Chloralamid”  by  W.  V.  Whitmore;  “The  Sin  of 
Abortion  or  what  a loss  of  Humanity”  by  Dr.  W. 
T.  Barry  and  several  other  papers  were  read 
only  by  title. 

The  session  closed  with  the  following  report 
of  the  Nominating  Committee:  “For  President, 
Charles  W.  Jones,  Tempe,  First-Vice  President, 

G.  M.  Brockway,  Florence;  Second- Vice  Presi- 
dent, T.  H.  Sabine,  Yuma;  Third-Vice  President, 

H.  W.  Fenner,  Tucson;  Treasurer,  William  Duf- 
field,  Phoenix  and  Essayist  T.  S.  Collins,  Globe. 

During  the  second  day’s  session  the  matter  of 
legislation  was  once  again  presented  and  on  the 
motion  of  Dr.  Bullock  the  Legislative  Commit- 
tee was  asked  to  prepare  a draft  of  a bill  that 
would  create  a Board  of  Health  and  present  this 
to  the  Territorial  Legislature. 

It  was  moved  by  Dr.  Miller  that  Dr.  Lobdell 
of  Chicago  be  admitted  into  honorary  member- 
ship and  this  motion  was  carried. 

“A  circular  letter  from  Surgeon  General  Wal- 
ler Wyman  of  the  U.S.  M.H.S.  soliciting  contri- 
butions for  the  erection  of  a monument  to  the 
memory  of  M.  Pasteur  was  read  by  the  Secretary 
and  on  motion  of  Dr.  Wylie  was  received  and 
placed  on  file.” 

The  sixth  annual  session  closed  with  the  re- 
marks by  President-Elect,  Dr.  Charles  W.  Jones 
in  which  he  thanked  the  Association  “for  the 
honor  bestowed  upon  him  and  promised  all  in 
power  for  the  advancement  of  the  profession 
and  the  Society  thus  honoring  him.” 


Letters  to  Editor 

J 

November  15,  1971 

James  L.  Grobe,  M.D. 

President 

Arizona  State  Medical  Society 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Dear  Doctor  Grobe: 

I would  like  to  take  this  opportunity  to  thank 
you  for  your  comments  about  CODAC  on  the 
President’s  page  of  the  November  issue  of  Ari- 
zona Medicine.  I would  also  like  to  extend  my 
gratitude  to  the  staff  who  are  responsible  for 
the  cover  sheet  on  Arizona  Medicine  in  a very 
attractive  red,  white  and  blue  CODAC  extrava- 
ganza. 

What  you  say  about  good  causes  is  certainly 
true.  There  are  a number  of  them,  and  CODAC 
is  certainly  one  of  the  better  ones.  I think 
CODAC  especially  deserves  the  effort  of  the 
medical  community  because,  after  all,  it  is  the 
medical  community  who  is  putting  this  thing 
across  and  keeping  it  going.  In  spite  of  com- 
ments to  the  contrary  in  the  press  and  on  TV, 
CODAC  is  not  going  statewide.  We  intend  not 
to  spend  any  of  CODAC’s  money  in  any  place 
but  Maricopa  County. 

Sincerely, 

M.  W.  Kampfer,  M.D.,  President 

CODAC 
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HOBBY  SHOW  COMMITTEE 
1972  STATE  MEDICAL  CONVENTION 


Interest  is  mounting  in  the  forthcoming  Hob- 
by Show  to  be  sponsored  by  the  Arizona  Medical 
Association  Women’s  Auxiliary  at  the  Annual 
State  Convention,  scheduled  for  the  last  week 
in  April  at  the  Safari  Hotel  in  Scottsdale. 

The  Hobby  Show,  a perennial  favorite,  will  be 
a three-day  feature  of  the  convention,  with 
exhibits  on  display  from  April  26th  thru  April 
28th. 

The  theme  for  this  year  is  “Happiness  is  . . . 
Being  Involved.”  There  will  be  the  usual  Sweep- 
stake  Award  (voted  most  popular  by  visitors  of 
the  show),  and  numerous  Ribbons  of  Merit  in 
all  categories  (to  be  decided  upon  by  jury). 

Already  many  doctors  and  their  wives  are 
busily  preparing  some  exciting  entries.  The  rules 
are  quite  simple,  and  are  briefly  listed  below: 

1.  Only  works  not  previously  shown  in  this 
Hobby  Show  will  be  eligible  for  exhibition. 

2.  Number  of  exhibits  will  be  limited  to  three 
per  person. 

3.  Entry  blanks  may  be  found  in  the  current 
issues  of  Arizona  Medicine,  Caduceus  Crier,  and 
Roundup.  They  must  be  sent  to  your  County 
Hobby  Show  representative  (listed  below)  by 
April  18th. 

4.  Exhibits  may  be  offered  for  sale  if  desired, 
with  the  price  to  be  set  by  each  individual 
exhibitor.  A small  fee  will  be  withheld  for  sup- 
port of  future  hobby  show  activities. 

The  Hobby  Show  has  become  a very  popular 
event  of  the  annual  State  Medical  Convention, 


and  each  year  brings  increased  participation. 
Show  Chairman,  Mrs.  Joseph  Szymber  and  her 
co-chairman,  Mrs.  Marion  A.  Jabczenski  are 
planning  a few  surprises  in  connection  with  this 
year’s  show,  including  a special  “hospitality” 
area.  They  urge  all  Auxiliary  members  and  their 
husbands  to  enter  their  hobbies,  arts  and  crafts, 
and  to  come  to  visit  and  vote  for  their  favorite 
exhibits.  Here  are  a few  suggested  entry  cate- 
gories: 

Oil  paintings,  water  colors,  acrylics,  charcoals, 
collages,  photography,  graphics,  ceramics,  carv- 
ings, sculpture,  needlecraft,  macrame,  and  bead 
work.  Other  categories  will  be  added  according 
to  hobbies  submitted. 

Following  is  a list  of  the  representatives  who 
will  assist  participants  in  the  entering  of  their 
exhibits : 

MARICOPA  COUNTY: 

Mrs.  Sidney  L.  Stovall 
8215  N.  11th  Ave.,  Phoenix 
Phone  955-8046 
YUMA  COUNTY: 

Mrs.  Franklyn  Johns 
2355  Chico  Lane,  Yuma 
Phone  783-5077 
PIMA  COUNTY: 

Mrs.  Fred  H.  Landeen 
4747  East  Fort  Lowell  Rd.,  Tucson 
YAVAPAI  COUNTY: 

Mrs.  Francis  Carr 

1244  Overstreet  Drive,  Prescott 


HOBBY  SHOW  REGISTRATION  FORM 

Mrs.  Joseph  Szymber 
1125  North  Williams  Street 

Mesa,  AZ  85201  Telephone  962-0073 

I would  like  to  enter  the  following  item(s)  in  the  Annual  Meeting  Hobby  Show  to  be  held  April  26-28, 
1972,  at  the  Safari  Hotel,  Scottsdale,  Arizona.  Entries  limited  to  three  items  per  person. 

Description  in  detail  


I agree  to  deliver  the  items  to  the  Convention  Center  of  the  Safari  Hotel,  Tuesday,  April  25,  1972, 
between  9 a.m.  and  5 p.m.,  if  possible.  I agree  to  pick  up  above  items  by  12  noon,  Friday,  April  28, 
1972. 

Name  

Address  
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Topics  Of  "A 

Current 

Medical  Interesl  J 


THE  PHYSICIAN 
AND  DRUG  ABUSE 

PRESENTED  BY 

Gerald  L.  Looney,  M.D.,  M.P.H.,  F.A.A.P. 
Physician-In-Chief 
Kennedy  Memorial  Hospital 
Brighton,  Massachusetts  02135 
Panel  Discussion  on  Drug  Abuse 
Sponsored  by 

Guild  of  St.  Luke  and  Kennedy  Memorial  Hospital 
Higgins  Hall,  Boston  College 
Newton,  Massachusetts 
May  13,  1970 


Dr.  Looney  is  currently  Medical  Coordinator  of  Emergency 
Services  and  Assistant  Professor  in  Pediatrics  of  the  College  of 
Medicine,  University  of  Arizona. 


Moderator’s  Introductory  Statement 

Tonight  we  are  assembled  to  discuss  “The 
Physician  and  Drug  Abuse.”  In  the  past,  the 
relationship  between  physicians  and  drugs  was 
always  treated  with  respect  and  never  question- 
ed, since  it  was  assumed  that  one  could  not 
easily  function  without  the  other.  This  assump- 
tion, however,  has  never  been  entirely  accurate, 
and  as  we  enter  the  latter  part  of  the  twentieth 
century,  its  inconsistencies  are  becoming  more 
and  more  obvious. 

Prior  to  the  twentieth  century,  physicians 
were  reasonably  adept  at  diagnosis,  but  had  sur- 
prisingly little  to  offer  for  treatment.  However, 
by  the  middle  of  this  century,  many  new  chemi- 
cals had  found  their  way  into  the  pharmacologic 
armamentarium,  and  the  term  “miracle  drug” 
had  been  used  again  and  again:  first  in  describ- 
ing insulin,  then  the  sulfas  and  antibiotics,  and 
finally  the  psychotropic  drugs  which  were  tout- 
ed as  the  answer  to  man’s  mental  anguish.  Un- 
fortunately, somewhere  along  the  line  physicians 
became  oversold  on  the  miracles  of  pharma- 
cology. 

Perhaps  without  realizing  it  or  being  aware 
of  primitive  precedents  and  implications,  the 
modern  physician  began  to  think  and  function 
much  as  the  ancient  medicine  man  had  func- 
tioned centuries  ago,  offering  a magic  herb  or 
potion  for  every  real  or  imaginary  problem  or 
complaint.  In  1968,  for  example,  American  doc- 
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tors  graciously  handed  out  over  782  million 
drugstore  prescriptions  or  roughly  four  prescrip- 
tions for  every  man,  woman,  and  child  in  the 
United  States!  No  wonder  one  of  the  leading 
publications  on  drugs  and  therapeutics,  “ The 
Medico l Letter”  recently  felt  compelled  to  re- 
mind physicians  that  life’s  inevitable  anxieties 
and  frustrations  do  not  always  require  a chemi- 
cal barrier,  that  day-to-day  living  is  not  a disease 
process  which  requires  frequent  treatment: 

“Everyone  is  subject  to  tension  and  anxiety, 
and  to  judge  from  the  advertising  claims,  stated 
and  implied,  almost  everyone  should  be  taking 
or intermittently,  and  mil- 
lions should  be  taking  one  or  the  other  regularly 
and  permanently  . . . Many  Medical  Letter  con- 
sultants are  convinced  that  both  drugs  are  vast- 
ly overprescribed  and  that  a great  number  of 
persons  are  being  led  into  unhealthy  and  costly 
drug  dependence  by  physicians’  too-ready  ac- 
ceptance of  the  therapeutic  advice  given  by  a 
not-disinterested  manufacturer.” 

The  fact  that  such  overprescribing  and  over- 
dependence have  already  occurred  is  confirm- 
ed by  the  estimate  of  some  authorities  that  half 
of  the  population  — or  100  million  Americans  — 
use  legally  accessible  drugs,  including  excessive 
alcohol,  amphetamines,  barbiturates,  and  tran- 
quilizers (and  this  excludes  the  illegal  drugs 
such  as  LSD,  marijuana,  heroin,  etc. ) . Small 
wonder  that  in  1968,  the  drug  manufacturers 
churned  out  13  billion  doses  of  amphetamines 
and  barbiturates  — enough  to  supply  every  man, 
woman,  and  child  in  this  country  with  24  doses 
of  sleeping  pills  and  35  doses  of  pep  pills;  Never 
in  all  of  history  have  so  many  people  swallowed 
pills  to  wake  up  or  to  go  to  sleep,  to  relax  or  to 
become  more  alert,  to  gain  weight  or  to  lose 
weight.  The  former  Commissioner  of  the  Fed- 
eral Drug  Administration,  Dr.  James  L.  God- 
dard, warned  quite  some  time  ago: 

“More  and  more  of  us  are  becoming  dependent 
on  drugs,  hiding  from  the  realities  of  life  — or 
using  them  just  for  thrills.  Drug  abuse  cannot 
be  connected  only  with  narcotics  users.  The 
alarming  rise  in  the  abuse  of  stimulant,  depres- 
sant, and  hallucinogenic  drugs  cuts  across  all 
strata  of  society.” 

Supported  by  television  commercials  which 
promise  “relief  is  just  a swallow  away”  and  by 
pharmaceutical  ads  in  the  medical  journals 
which  show  frustrations  at  home  and  office 
melting  like  magic  after  ingesting  certain  pills, 


the  medical  profession  may  be  unwittingly  per- 
petrating a gigantic  hoax.  Some  of  the  same 
physicians  who  piously  condemn  cyclanrates  and 
avoid  chloromycetin  are  happily  handing  out 
bottle  after  bottle  of  diet  and  sleeping  pills, 
often  while  smoking  pack  after  pack  of  cigar- 
ettes; and  their  deceived  patients  swallow  a pill 
any  time  they  feel  sick,  have  a headache,  want  to 
go  to  sleep  or  to  lose  weight,  or  have  the  slight- 
est anxiety  or  sign  of  discomfort.  People  are  not 
more  tranquil  on  millions  of  tranquilizers;  de- 
spite billions  of  barbiturates,  there  is  no  proof 
that  people  are  resting  better  or  staying  calmer; 
despite  billions  of  amphetamines,  people  are  not 
more  active,  more  alert,  more  energetic. 

However,  even  more  tragic  is  the  side  effect 
of  this  hoax  — many  young  people  first  observe 
the  pattern  of  drug  abuse  from  their  pill-pop- 
ping parents!  The  very  first  introduction  most 
children  get  to  drugs  is  the  home  medicine  cabi- 
net. “Pellet  roulette”  is  a drug  game  played  with 
growing  frequency  by  young  children  looking 
for  “kicks”  and  fun.  Right  at  home  they  often 
begin  using  mom’s  diet  pills  or  dad’s  tranquiliz- 
ers on  the  sly.  The  warning  from  the  Florida 
State  Bureau  of  Narcotics  now  applies  to  vir- 
tually all  states:  “Home  is  a major  supply  of 
drugs  for  kids.  The  majority  of  those  found  in 
high  schools  came  from  the  family  medicine 
cabinet.” 

This  means  that  physicians  bear  an  increasing 
responsibility  for  the  current  epidemic  of  drug 
abuse.  Some  people  even  claim  that  the  doctor  is 
now  the  number  one  drug  pusher  in  the  United 
States!  However,  regardless  of  his  actual  rank- 
ing among  junkies,  the  physician  has  definitely 
contributed  to  the  spread  of  the  epidemic  and 
must  now  redouble  his  efforts  to  curb  and  hope- 
fully cure  it. 

It  is  disturbing  to  realize  that  physician  groups 
are  only  now  beginning  to  acknowledge  the 
drug  abuse  problem  and  their  role  in  it,  while 
other  professional  groups,  such  as  educators  and 
lawyers,  have  been  discussing  the  problem  for 
several  years.  This  is  not  to  ignore  the  outstand- 
ing efforts  of  several  individual  doctors,  nor 
does  it  mean  that  there  would  be  no  drug  prob- 
lem if  there  were  no  doctors  or  drugs.  But  it 
does  mean  that  the  conscience  of  the  medical 
profession  has  been  distressingly  slow  in  re- 
sponding to  very  obvious  problems  and  that  now 
physicians  have  to  make  up  for  valuable  lost 
time. 
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A PROMOTIVE  HEALTH  PLAN  PREVENTING 
ALCOHOL  AND  DRUG  ABUSE  IN  THE  SCHOOLS 


PAUL  KELLEY 
ASSISTANT  DIRECTOR 
DRUG  EDUCATION  DIVISION 
ARIZONA  DEPARTMENT  OF  EDUCATION 

GLADYS  CONROY 
CONSULTANT 

DRUG  EDUCATION  DIVISION 
ARIZONA  DEPARTMENT  OF  EDUCATION 


In  the  story  familiar  to  so  many  of  us  about 
the  little  Dutch  boy  who  saved  the  town  from 
flooding  by  putting  his  finger  in  the  dike,  the 
boy  was  successful  in  treating  a symptom,  but 
many  more  leaks  could  have  sprung  from  the 
weakened  wall,  and  the  problem  of  flooding  the 
town  would  still  be  there.  If  the  wall  of  the  dike 
were  better  reinforced  at  the  time  of  construc- 
tion, the  hole  may  never  have  developed. 

Drug  abuse  and  the  hole  in  the  dike  are  both 
symptoms  of  more  basic  problems.  We  can  treat, 
with  some  measure  of  success,  this  symptom 
called  Drug  Abuse  with  facts  about  drugs.  How- 
ever, if  we  reach  the  child  long  before  he  must 
make  his  decision  about  drugs  with  a view  to- 
ward enhancing  his  self  image,  his  ability  to 
cope  with  his  decisions  will  be  strengthened  just 
as  if  we  had  built  a stronger  dike  in  the  begin- 
ning. 

Picture  for  a moment  that  every  child  wears 
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a sign  which  says  in  large  letter  I A L A C. 


TALACl 


These  are  capital  letters  which  mean,  “I  am 
Lovable  and  Capable”.  During  the  course  of  the 
day  each  child  is  confronted  with  obstacles  or 
hurdles  which  tend  to  tear  his  self-image  sign. 
Take  little  John  for  instance  — 

On  his  way  to  school  he  had  his  books  knock- 
ed out  of  his  hands  and  his  homework  trampled 
on.  His  sign  might  already  look  like  this: 

flATAtl 

During  recess  while  choosing  up  sides  for  a 
ball  game,  John  asked  to  be  included,  only  to 
get  a reply  from  the  captain  of  one  team,  “You 
take  ’em,  we  had  him  last  time.  He  doesn’t  know 
how  to  throw!”  John’s  sign  has  dwindled. 


By  lunch  hour,  still  none-the-worse  for  “wear 
and  team”,  John’s  sign  was  holding  up.  But 
whoops,  he  tripped  with  his  tray  and  his  lunch 
ricochetted  off  the  cafeteria  wall!  Everyone 
laughed.  No  one  helped.  John’s  sign  now  looks 
like  this. 


T>lAf 


With  events  both  in  school  and  at  home,  a 
child’s  IALAC  sign  goes  through  a constant  pro- 
cess of  tearing  and  mending  as  a result  of  his 
interactions  and  relationships  with  those  persons 
who  surround  him  each  day  — parents,  teachers, 
friends  and  acquaintances. 

The  child  who  is  able  to  keep  his  sign  intact, 
the  child  who  feels  good  about  himself,  will  not 
need  drugs  to  alter  his  mind,  change  his  moods 
or  solve  his  problems.  IALAC  is  but  one  of  many 
training  techniques  used  by  the  Drug  Education 
Division  of  the  Arizona  Department  of  Educa- 
tion in  their  teacher  training  workshops.  Teach- 
ers using  these  techniques  help  a child  develop 
a positive  self  image  and  respect  for  self  and 
others.  Drugs  are  only  a symptom  of  the  prob- 
lem. As  such  they  must  be  recognized  as  just 
a symptom.  The  real  cause  must  be  understood 
and  treated.  IALAC  exemplifies  the  real  cause 
for  alcohol  and  drug  abuse  and  other  deviant 
behavior  problems. 

If  the  basic  needs  of  a child  are  deprived  con- 

°Sidney  B.  Simon 
Professor  of  Education 
University  of  Massachusetts 


Mrs.  Robert  Bell,  Director  of  Drug  Education  Division 
of  the  State  Dept,  of  Education  moderating  a group  dis- 
cussion in  a special  workshop  for  teachers. 


stantly  at  home  and  at  school,  that  child  will 
seek  satisfaction  for  these  needs  through  nega- 
tive — often  destructive  behavior  patterns.  Our 
basic  human  meeds  may  be  described  in  many 
ways.  We  simply  mean  the  need  for  affection, 
respect,  knowledge,  understanding,  the  skill  of 
decision  making,  and  the  sense  of  right.  In  every 
human  being  from  the  earliest  years  there  is  a 
constant  interchange  of  decisions  related  to 
these  needs.  The  needs  evolve  into  wants,  as- 
pirations and  goals.  If  sought  after  and  affirmed 
constantly,  they  become  values  — the  personal 
guideposts  for  miriade  of  decisions  made  in  our 
every  day  life.  Alcohol  and  drug  abuse  indicate  a 
disfunctional  way  of  coping  with  one  or  several 
of  these  needs.  But  the  deprivation  of  these 
needs  begins  long  before  the  drug  decision  is 
made.  The  behavior  resulting  from  such  depriva- 
tion of  value  needs  will  result  in  a behavior  pat- 
tern which  can  be  detected  early  in  a child. 
Teaching  techniques  like  IALAC  are  now  avail- 
able to  teachers  and  parents  which  will  help 
children  develop  the  skill  of  “VALUING”.  Thus 
true  prevention  is  in  reality  a promotive  health 
plan. 

The  ‘VALUING  PROCESS”  is  the  basis  for 
good  mental  health.  The  school  can  and  should 
help  a child  develop  the  skills  of  “valuing”. 
These  skills  may  be  objectively  taught  just  as 
are  the  skills  of  language,  mathematics  and  sci- 
ence. In  our  schools  we  have  dealt  most  effec- 
tively with  these  learning  skills,  developing  new 
teaching  techniques,  programmed  and  individ- 
ualized instruction,  teaching  aids  and  scientific 
methods  of  evaluating  a child’s  progress.  The 
object,  however,  has  been  cognitive,  or  factual, 
information.  The  object  of  the  “valuing  process” 
is  affective  — the  realm  of  feelings  and  attitudes. 
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It  is  not,  then,  a matter  for  a new  course  in  the 
already  over-burdened  curriculum;  it  is  a pro- 
cess that  can  be  used  in  every  class  at  every 
grade  level.  Wherever  people  relate  to  each 
other  in  the  learning  situation,  the  valuing  pro- 
cess is  at  work.  Good  teachers  have  always  been 
aware  of  this  and  have  acted  on  it.  Today  we 
need  to  concentrate  on  this  process  more  than 
ever  before;  and  teachers  should  be  recognized 
for  their  competence  in  this  area  as  well  as  their 
professional  knowledge  in  specific  subject  areas 
and  grade  levels. 

The  promotive  health  plan  for  schools  may  be 
described  in  the  following  four  points: 

1.  The  child  must  have  daily  opportunities 
and  practice  in  making  decisions  and 
choices  suitable  to  his  age. 

2.  The  child’s  needs  must  be  recognized  and 
satisfied  constructively.  If  they  are  not, 
negative,  disfunctional  and  unacceptable 
patterns  of  behavior  will  develop. 

3.  By  designing  an  environment  and  experi- 
ences to  meet  these  needs  and  by  using  ap- 
propriate teaching  techniques  focusing  on 
the  valuing  process,  a teacher  can  help  a 
child  build  a functional  and  acceptable 
value  system. 

4.  With  continued  emphasis  on  the  process  to- 
gether with  reinforcement  at  home,  the 
child  will  be  capable  of  making  wholesome 
decisions  concerning  the  use  of  drugs  and 
alcohol  as  well  as  the  many  other  forms  of 
devient  behavior. 

Alcohol  and  drug  abuse  cannot  be  prevented 
simply  be  teaching  a course  on  the  dangers  in- 
herent in  these  substances.  Nor  can  good  mental 
health  be  relegated  to  a section  of  the  curricu- 
lum. A promotive  health  plan  is  needed  in  our 
schools  which  will  require  teaching  objectives 
in  every  area  of  the  curriculum  and  at  every  age 
level.  The  objectives  must  relate  to  attitudes,  not 
knowledge  alone. 

The  “valuing  process’  as  an  approach  to  pro- 
moting good  mental  health  and  preventing  al- 
cohol and  drug  abuse  is  being  accepted  enthusi- 
astically by  parents  and  educators  across  the 
state  of  Arizona.  It  is  being  used  in  many  class- 
rooms with  positive  results,  and  has  been  eval- 
uated as  having  a positive  effect  on  attitudes  re- 
garding drug  and  alcohol  use.  The  problem  of 
alcohol  and  drug  abuse  is  a complicated  one; 
and  the  solution  will  not  be  simple.  But  there 
is  a solution. 


AMA  PHYSICIANS  RECOGNITION  AWARD. 

The  Department  of  Continuing  Education  of 
the  American  Medical  Association  has  recently 
provided  a computer  printout  of  the  names  of 
physicians  in  Arizona  who  have  qualified  for 
the  AMA  Physician’s  Recognition  Award.  These 
awards  have  been  made  in  1969  and  in  1970  to 
the  following  individuals: 

1969 

Alden,  Neil  C.  — Phoenix 
Alexander,  Byron  Bice  — Tempe 
Angelchik,  Jean  — Phoenix 
Antes,  Robert  John  — Phoenix 
Ashford,  Rowell  Stanford  — Phoenix 
Austin,  James  Albert  — Phoenix 
Bansal,  Giridhari  Lai  — Phoenix 
Bates,  R.  Robert  — Tucson 
Belzer,  Irvin  Sam  — Tucson 
Ben-Asher,  M.  David  — Tucson 
Bensch,  Ernest  — Phoenix 
Bergschneider,  Charles  M.  — Scottsdale 
Berk,  Floyd  Kenneth  — Tucson 
Bhandhusavee,  Rumbha  — Phoenix 
Bohnert,  William  Wilbur  — Phoenix 
Briggs,  Robert  Cornelius  — Phoenix 
Buckels,  Larry  Joe  — Tucson 
Bull,  John  Carraway  — Phoenix 
Burch,  Thomas  Adams  — Phoenix 
Bybee,  Paul  B.alph  — Phoenix 
Calhoun,  Lois  E.  Friedl  — Fort  Huachuca 
Callie,  Albert  Sami.  — Tucson 
Chernov,  Merrill  Saul  — Phoenix 
Cherny,  Walter  B.  V.  — Phoenix 
Child,  David  Leighton  — Phoenix 
Collins,  Richard  Leo  — Phoenix 
Condon,  Daniel  J.  — Phoenix 
Crane,  Edward  S.  — Glendale 
Crawford,  Thomas  Irving  — Phoenix 
Crisp,  William  E.  — Phoenix 
Curtin,  John  Wm.  — Safford 
Curtis,  Bruce  N.  — Safford 
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Daehler,  Robert  Theodore  — Phoenix 
Daily,  William  Joseph  R.  — Phoenix 
Dale,  Richard  — Tucson 
Davidson,  Jere  Frank  — Phoenix 
Dinglasan,  Roberto  Andres  — Morenci 
Dozer,  William  Ellis  — Phoenix 
Drach,  George  Wisse  — Tucson 
Dryden,  Robert  Merrill  — Tucson 
Duffey,  Paul  Homer  — Tucson 
Edwards,  Thomas  A.  — Phoenix 
Ehrlich,  Ira  Bert  — Phoenix 
Elledge,  Elliott  F.  — Phoenix 
Estrada,  Agustin  — Tempe 
Flood,  Francis  Thomas  — Phoenix 
Ford,  Charles  Richard  — Phoenix 
Ford,  Lattimer  H.  — Phoenix 
Fortner,  Bennie  Ronald  — Glendale 
Franzin,  Lawrence  Norman  — Phoenix 
Friedland,  Jack  Arthur  — Glendale 
Friedman,  Glenn  Martin  — Scottsdale 
Garbayo,  Rafael  — Chandler 
Garcia,  Hector  Lowrence  — Tucson 
Gardanier,  Sutter  A.  — Davis-Monthan  AFB 
Garry,  Arthur  Joseph  — Fort  Huachuca 
Gerster,  Carolyn  F.  Taylor  — Scottsdale 
Gerster,  Josef  Jacob  — Scottsdale 
Goldman,  Kenneth  Leonard  — Yuma 
Goldstein,  Marvin  Ray  — Scottsdale 
Goodsitt,  Arnold  Martin  — Phoenix 
Green,  John  Raymond  — Phoenix 
Grimm,  Elizabeth  — Tucson 
Grover,  Norman  Ralph  — Fort  Huachuca 
Gurland,  David  Barry  — Tucson 
Haas,  Lawrence  Marx  — Tucson 
Halpern,  Melvin  M.  — Tucson 
Harris,  Benjamin  Keith  — Phoenix 
Harris,  Clifford  John  — Mesa 
Haws,  David  Virgil  — Mesa 
Hirsch,  Robert  Stephen  — Tucson 
Hoffman,  Earl  Theodore  — Tucson 
Hollingsworth,  Stuart  W.  — Phoenix 
House,  Kenneth  Milus  — Fort  Defiance 


Huber,  Roderic  Stephen  — Scottsdale 
Huerta,  Joe  Elias  — Fort  Huachuca 
Hughes,  Joseph  M.  — Phoenix 
Jacobs,  Perry  Harold  — Coolidge 
Johnson,  Charles  Loren  — Sun  City 
Kanshepolsky,  Jose  — Phoenix 
Kaufman,  Raymond  Earl  — Glendale 
Kennell,  William  John  — Glendale 
Kettel,  Louis  John  — Tucson 
Kintener,  Marion  Eberly  — Mesa 
Kleinman,  Henry  M.  — Scottsdale 
Kolker,  Ronald  H.  — Tucson 
Kurtz,  Michael  Louis  --  Fort  Huachuca 
Lastnick,  George  — Sun  City 
Lewis,  Leo  Lester  — Phoenix 
Long,  Eugene  Monroe— Davis-Monthan  AFB 
Lopez-Plascencia,  Jose  G.  — Phoenix 
Madere,  Sherman  Gabriel  — Tucson 
Maresca,  Robert  Lewis  — Phoenix 
McCarver,  Charles  Lee  — Phoenix 
McDivitt,  Marcus  D.  — Tucson 
Melendez,  Joseph  Richard  — Phoenix 
Metcalf,  Boyd  H.  — Scottsdale 
Midyett,  F.  Allan  — Tucson 
Miller,  Stuart  — Davis-Monthan  AFB 
Mora  Meza,  Pedro  — Tucson 
Murley,  Harris  Dyer  — Scottsdale 
Neubauer,  Darwin  William  — Tucson 
Neumaier,  Arthur  — Tucson 
Ortega,  Teodoro  Kalaw  — Phoenix 
Palmer,  Alice  Eugenia  — Sun  City 
Parker,  Edward  C.  — Tucson 
Parsons,  James  Lewis  — Tucson 
Patino,  Flavio  Guillermo  — Superior 
Peterson,  Robert  Warren  — Phoenix 
Pitha,  Nicholas  Richard  — Phoenix 
Pittman,  Hal  W.  — Phoenix 
Pust,  Ronald  Erich  — Window  Rock 
Quiroga,  Francisco  Gracia  — Tucson 
Ramenofsky,  Abraham  I.  — Phoenix 
Ramsay,  Eric  Guy  — Tucson 
Rappole,  Bert  W.  — Davis-Monthan  AFB 
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Roth,  Edwin  Sami.  — Tucson 

Ryan,  Michael  Edward  — Flagstaff 

Sabbagh,  Adib  Habib  — Tucson 

Sattenspiel,  Edward  — Phoenix 

Schade,  George  Henry  — Phoenix 

Seltzer,  Stephen  Murray  — Tucson 

Serbin,  George  — Phoenix 

Sherwin,  Richard  Michael  — Fort  Huachuca 

Shultz,  Martin  Lee  — Tucson 

Slater,  Robert  G.  — Luke  AFB 

Spitalny,  Lawrence  Allan  — Phoenix 

Stadwiser,  J.  Bruce  — Phoenix 

Stark,  Robert  E.  T.  — Phoenix 

Stephens,  Charles  A.  L.  — Tucson 

Sykowski,  Peter  Stephen  — Scottsdale 

Taggart,  Charles  Harper  — Phoenix 

Templeton,  Floyd  Luther  — Phoenix 

Terry,  Stephen  — Tucson 

Tio,  Stephen  Teng  Wei  — Phoenix 

Todd,  Charles  William  — Williams  AFB 

Toraya  Gantus,  Augusto  A.  — Phoenix 

Tretbar,  Harold  Carl  — Tucson 

Tyler,  G.  Scott  — Phoenix 

Voldeng,  Karl  E.  — Phoenix 

Waldie,  Robert  Hamblin  — Tempe 

Waldmann,  Edward  Bernard  — Phoenix 

Weich,  Martin  Lee  — Tucson 

Weisbard,  Marvin  — Tucson 

Werner,  George  Frederick  — Tucson 

Westfall,  Stuart  W.  — Tucson 

Wisner,  Harry  Kern  — Mesa 

Withers,  Martin  S.  — Tucson 

Wong,  Edward  C.  K.  — Tucson 

Wrzesinski,  John  Thomas  — Phoenix 

Zamuco,  Leonora  M.  — Phoenix 

Ziehm,  Donald  James  — Phoenix 

1970 

Asadi,  Ziad  Abdul  Hadi  — Tempe 
Behrens,  Robert  C.  — Phoenix 
Ben-Ora,  Avi  — Phoenix 
Blitt,  Casey  David  — Phoenix 
Cantu  Zarate,  Francisco  N.  — Tucson 
Carr,  Henry  Austin  — Phoenix 
Carrion,  Carlos  Alfredo  — Phoenix 
Chaitoughchawong,  Surin  — Phoenix 
Dalton,  Charles  F.  — Phoenix 
Davis,  Harry  John  — Scottsdale 
Day,  James  Franklin  — Luke  AFB 
Dudley,  Arthur  V.  — Tucson 
Elias,  Sharon  Louise  — Tucson 
Erickson,  James  Huston  — Phoenix 
Espinoza,  Francisco  C.  — Phoenix 


Felix,  Edmundo  F.  — Tucson 
Fortuine,  Robert  Alan  — Fort  Defiance 
Fox,  John  Birkhead  — Phoenix 
Frederiksen,  Michael  John  — Fort  Defiance 
Garuccio  Peter  A.  — Scottsdale 
Geller,  Robert  Dennis  — Phoenix 
Geyser,  Michael  Robert  — Mesa 
Goldberg,  Arthur  Stewart  — Scottsdale 
Goldberg,  Sami.  — Tempe 
Guerrero  Servin,  Rafael  — Tucson 
Hagerman,  Ralph  Donald  — Phoenix 
Hale,  Garron  Ronald  — Scottsdale 
Hayward-Butt,  John  T.  P.  — Phoenix 
Heileman,  John  Philip  — Phoenix 
Hilts,  Schuyler  Van  Dusen  — Tucson 
Kamper,  Michael  Jay  — Fort  Huachuca 
Kerr,  Charles  Morgan  — Tucson 
Licosati,  Gennaro  George  F.  — Phoenix 
Louis,  Herbert  Johnson  — Phoenix 
Lowenberg,  Stanley  Carl  — Tucson 
Markovitz,  Meyer  — Phoenix 
Matte,  Paul  Joseph  — Tucson 
McNally,  Gerald  Francis  — Prescott 
Miller,  Deibert  Joseph  — Morenci 
Mirza,  Ahmed  Hussain  — Phoenix 
Moon,  Henry  William  — Fort  Huachuca 
Naifeh,  George  S.  — Phoenix 
Nayak,  U.  K.  Mohan  Rao  — Phoenix 
Nelson,  Donald  Robert  — Lake  Havasu  City 
O’Mara,  Robert  Edmund  George  — Tucson 
Peterson,  Rexford  A.  — Phoenix 
Reimers,  Gerald  Floyd  — Tempe 
Rosenbaum,  Louis  Jerome  — Phoenix 
Safrin,  Wolf  — Phoenix 
Salazar  P.,  Carlos  F.  — Phoenix 
Scheiber,  Stephen  C.  — Tucson 
Scholtz,  Pieter  Eduard  — Phoenix 
Sehreiber,  Saul  N.  — Phoenix 
Shultz,  William  Goffrey  — Tucson 
Simons,  Bernard  W.  — Tucson 
Sison,  Domingo  A.  — Fort  Huachuca 
Slotkin,  Robert  Neil  — Fort  Huachuca 
Speer,  Donald  Pierce  — Tucson 
Spikes,  George  A.  — Douglas 
Sun,  David  Chen-Hwa  — Phoenix 
Thompson,  Harry  Edward  — Tucson 
Thompson,  Kenneth  Geo.  — Fort  Huachuca 
Tippens,  Jack  Kelvin  — Phoenix 
Valda,  Victor  — Phoenix 
Webster,  Thomas  Andrew  — Tucson 
Wiebe,  Robert  Arthur  — Fort  Huachuca 
Wilson,  John  Allen  — Tucson 
Winn,  Wavne  F.  — Phoenix 
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1972  FACT  SHEET 


MEMBERSHIP  In  the  American  Medical  Association 
535  N.  Dearborn  St.,  Chicago,  Illinois  60610 


According  to  the  present  Constitution  and 
Bylaws  of  the  American  Medical  Association, 
which  was  revised  for  1972,  there  are  now  two 
basic  types  of  membership.  They  are: 

I.  ACTIVE  MEMBERS 
II.  SPECIAL  MEMBERS 

I.  ACTIVE  MEMBERS  shall  be  (A)  Regular 
Members  and  (B)  Direct  Members. 

(A)  Regular  Members  — Regular  member- 
ship shall  be  limited  to  those  members  of  a 
state  association  who  hold  the  degree  of 
Doctor  of  Medicine  or  Bachelor  of  Medi- 
cine, or  who  hold  an  unrestricted  license  to 
practice  medicine  and  surgery,  and  are  en- 
titled to  exercise  the  rights  of  membership 
in  their  state  associations,  including  the 
right  to  vote  and  hold  office,  as  determined 
by  their  state  associations. 

A member  in  good  standing  of  a state 
association  of  the  American  Medical  Asso- 
ciation is  eligible  for  Regular  membership 
in  the  American  Medical  Association  after 
he  has  been  certified  for  enrollment  to  the 
Executive  Vice  President  of  the  American 
Medical  Association,  by  the  secretary  of  the 
state  association  in  the  jurisdiction  of  which 
he  conducts  his  professional  activities  pro- 
vided there  is  no  disapproval  for  member- 


ship by  the  Judicial  Council.  The  Board  of 
Trustees  may  excuse  the  following  members 
from  payment  of  dues,  provided  they  are 
fully  or  partially  excused  from  the  payment 
of  local  dues  by  their  component  and  state 
associations,  except  as  noted  in  (4)  below, 
and  provided  the  request  for  exemption  is 
transmitted  through  the  state  association  to 
the  Executive  Vice  President  of  the  Amer- 
ican Medical  Association. 

(1)  A member  of  whom  the  payment 
of  dues  would  be  a financial  hardship, 
by  reason  of  physical  disability  or  ill- 
ness. A member  may  also  be  excused 
from  payment  of  dues  because  of  fi- 
nancial hardship  for  other  reasons,  but 
these  must  be  set  forth  by  the  secre- 
tary of  the  member’s  component  soci- 
ety. 

(2)  Members  retired  from  active 
practice. 

(3)  A member  temporarily  in  the 
Armed  Forces,  regardless  of  local  dues 
exemption,  for  the  period  beginning 
January  1 or  July  1 following  the  date 
of  the  member’s  entrance  into  the  serv- 
ice. 

(4)  A member,  on  request,  regardless 
of  local  exemptions,  on  January  1 fol- 
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lowing  his  70tli  birthday. 

(B)  Direct  Members  — There  are  three 
classifications  of  Direct  Members:  (1) 
Service  Members;  (2)  Physicians  Em- 
ployed by  Federal  Agencies;  (3)  Hos- 
pital Interns  and  Residents. 

(1)  Service  Members  — Regular  com- 
missioned medical  officers  and  com- 
missioned medical  officers  of  the  re- 
serve components,  who  hold  the  degree 
of  Doctor  of  Medicine  or  Bachelor  of 
Medicine  or  Doctor  of  Osteopathy,  on 
extended  active  duty  ( more  than  2 
years)  with  the  United  States  Army, 
the  United  States  Navy,  the  United 
States  Air  Force  and  the  United  States 
Public  Health  Service,  who,  upon  ap- 
plication, have  been  nominated  by  the 
Surgeons  General  of  their  respective 
services,  may  become  Service  Mem- 
bers provided  there  is  no  disapproval 
for  membership  by  the  Judicial  Coun- 
cil. Service  Members  shall  have  the 
same  rights  and  privileges  as  Regular 
Members  but  shall  not  be  required  to 
pay  dues  and  shall  not  be  entitled  to 
receive  any  publication  of  the  Amer- 
ican medical  Association  except  by  sub- 
scription. Service  Members  shall  retain 
membership  as  long  as  they  are  on  ac- 
tive duty,  and  thereafter  if  they  have 
been  retired  in  accordance  with  the 
Federal  laws  and  are  not  eligible  for 
Membership  in  a county  and  state  so- 
ciety. 

(2)  Physicians  Employed  by  Federal 
Agencies  — Full  time  civilian  physi- 
cians employed  by  all  Federal  agen- 
cies, including  but  not  limited  to  the 
Veterans  Administration,  who  are  in- 
eligible for  membership  in  a county 
and  state  society,  may  become  Direct 
Members  upon  nomination  by  the 
chief  medical  director  of  their  admin- 
istration or  agency,  provided  there  is 
no  disapproval  for  membership  by  the 
Judicial  Council.  Such  Members  shall 
have  the  same  rights  and  privileges 
and  shall  pay  the  same  dues  as  Regular 
Members.  They  shall  retain  this  class 
of  membership  only  as  long  as  they 
are  employed  by  the  Federal  Govern- 
ment and  thereafter  if  they  have  been 


retired  in  accordance  with  Federal 
law  and  are  not  eligible  for  member- 
ship in  a county  and  state  society. 

(3)  Hospital  Interns  and  Residents  — 
Interns  and  Residents  serving  in  train- 
ing programs  approved  by  the  Asso- 
ciation, and  for  whom  there  are  no 
provisions  for  membership  in  a county 
and  state  society,  may  become  Direct 
Intern  and  Resident  Members  upon 
application  with  endorsement  of  two 
(2)  Regular  Members  of  the  American 
Medical  Association  on  the  staff  of  the 
hospital  in  which  they  are  training 
provided  there  is  no  disapproval  for 
membership  by  the  AMA  Judicial 
Council.  Intern  and  Resident  Members 
shall  have  the  same  rights  and  priv- 
ileges as  Regular  Members.  They  shall 
pay  such  dues  as  are  fixed  for  them  by 
the  House  of  Delegates  and  shall  re- 
ceive the  Paid  Member  Benefit  pub- 
lications. 

Interns  and  Residents  serving  in 
training  programs  approved  by  the 
Association  and  who  are  Members  in 
good  standing  of  a state  association  of 
the  American  Medical  Association  are 
eligible  for  Direct  Membership  in  and 
participation  in  the  Business  Meeting 
of  Interns  and  Residents  of  the  Amer- 
ican Medical  Association  upon  pay- 
ment of  such  dues  as  are  fixed  for 
Direct  Intern  and  Resident  Members 
by  the  House  of  Delegates.  They  shall 
receive  the  Paid  Member  Benefit  pub- 
lications. 

II.  SPECIAL  MEMBERS  are  (A)  Associate, 

(B)  Affiliate  and  (C)  Honorary. 

(A)  Associate  Members  — Associate  mem- 
bership shall  be  limited  to: 

(1)  Those  members  of  the  state  asso- 
ciations who  are  ineligible  for  Regular 
membership  in  the  American  Medical 
Association,  and  who  hold  the  degree 
of  Doctor  of  Medicine  or  Bachelor  of 
Medicine; 

(2)  Members  of  the  Armed  Forces  on 
temporary  duty  (2  years  or  less). 

Associate  Members  may  attend 
meetings  of  the  Scientific  Assembly 
but  may  not  vote  or  hold  office  in  the 
American  Medical  Association. 
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They  shall  not  be  required  to  pay 
membership  dues  to  the  American 
Medical  Association  and  shall  not  be 
entitled  to  receive  any  publication  of 
the  American  Medical  Association  ex- 
cept by  subscription.  An  Associate 
Member  must  be  certified  for  enroll- 
ment to  the  Executive  Vice  President 
of  the  American  Medical  Association 
by  the  secretary  of  the  state  associa- 
tion in  the  jurisdiction  of  which  he 
conducts  his  professional  activities,  or 
by  the  Surgeon  General  of  his  respec- 
tive service.  All  such  Associate  Mem- 
bers may  be  disapproved  for  member- 
ship by  the  Judicial  Council. 

(B)  Affiliate  Members  — Persons  who  be- 
long to  one  of  the  following  classes 
may  become  Affiliate  Members. 

( 1 ) Physicians  who  are  members  of 
the  national  medical  societies  of  for- 
eign countries,  to  be  approved  and 
nominated  by  the  Judicial  Council; 

(2)  American  physicians,  located  in 
foreign  countries  or  possessions  of  the 
United  States  and  engaged  in  medical 
missionary,  educational  or  philanthrop- 
ic labors,  to  be  approved  and  nominat- 
ed by  the  Judicial  Council; 

(3)  Dentists  who  hold  the  degree  of 
D.D.S.  or  D.M.D.,  who  are  members 
of  the  American  Dental  Association 
and  their  state  local  dental  societies, 
to  be  approved  and  nominated  by  the 
Judicial  Council; 

(4)  Pharmacists  who  are  active  mem- 
bers of  the  American  Pharmaceutical 
Association,  to  be  approved  and  nom- 
inated by  the  Judicial  Council; 

(5)  Teachers  of  medicine  or  of  the 
sciences  allied  to  medicine  who  are 
citizens  of  the  United  States  and  are 
not  eligible  to  membership,  to  be  ap- 
proved and  nominated  by  the  Judicial 
Council;  and 

(6)  Scientists  in  sciences  allied  to 
medicine  and  others  who  have  attain- 
ed distinction  in  their  fields  of  en- 
deavor, who  are  not  otherwise  eligible 
to  membership,  to  be  approved  and 
nominated  by  the  Judicial  Council. 

Affiliate  Members  shall  not  be  re- 
quired to  pay  membership  dues,  and 


shall  enjoy  the  privileges  of  the  Scien- 
tific Assembly  without  the  right  to 
vote  or  hold  office,  and  shall  not  be 
entitled  to  receive  any  publication  of 
the  American  Medical  Association  ex- 
cept by  subscription.  Nominations  for 
class  (4),  (5)  and  (6)  must  also  be 
approved  by  the  appropriate  county 
and  state  medical  society. 

(C)  Honorary  Members  — Physicians  of 
foreign  countries  who  have  risen  to 
preeminence  in  the  profession  of  med- 
icine and  who  attend  a convention 
may  be  elected  at  that  convention  to 
Honorary  membership  by  the  House 
of  Delegates  on  nomination  by  the 
Board  of  Trustees.  The  several  scien- 
tific sections  may  make  recommenda- 
tions to  the  Board  of  Trustees  for  such 
nomination.  Honorary  Members  shall 
enjoy  the  privileges  of  the  Scientific 
Assembly  without  the  right  to  vote  or 
hold  office,  shall  not  be  required  to 
pay  membership  dues  and  shall  not 
receive  any  publication  of  the  Amer- 
ican Medical  Association  except  by 
subscription. 

DISCRIMINATION  IN  MEMBERSHIP.  Mem- 
bership in  the  American  Medical  Association  or 
in  any  of  its  constituent  association  shall  not  be 
denied  or  abridged  on  account  of  color,  creed, 
race,  religion  or  ethnic  origin. 

DELINQUENCY  — An  Active  Member  is  de- 
linquent if  his  dues  are  not  transmitted  by  the 
state  society  of  the  American  Medical  Associa- 
tion by  June  1 of  the  year  for  which  dues  are 
prescribed  and  shall  forfeit  his  Active  Member- 
ship in  the  American  Medical  Association  if  his 
delinquent  dues  are  not  received  by  this  Asso- 
ciation within  thirty  days  after  notice  of  delin- 
quency has  been  mailed  to  his  last  known  ad- 
dress by  the  Executive  Vice  President  of  the 
American  Medical  Association.  Members  of  the 
American  Medical  Association  who  have  been 
dropped  from  the  membership  roll  for  non-pay- 
ment of  annual  dues  cannot  be  reinstated  until 
such  indebtedness  has  been  discharged,  but 
such  indebtedness  shall  apply  only  to  the  one 
year  of  delinquency.  The  delinquency  provisions 
of  this  section  also  apply  to  Direct  Members 
whose  dues  have  not  been  transmitted  to  the 
Executive  Vice  President  by  June  1 of  the  year 
for  which  the  dues  are  prescribed. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


AD  HOC  COMMITTEE  ON  LOCUM 
TENENS  & HEALTH  MANPOWER 

Meeting  of  the  Ad  Hoc  Committee  on  Locum  Tenens 
and  Health  Manpower  of  the  Arizona  Medical  Associa- 
tion, Inc.,  held  Saturday,  November  13,  1971  at  810 
West  Bethany  Home  Road,  Phoenix,  Arizona,  convened 
at  2:08  p.m.,  Manus  R.  Spanier,  M.D.,  Chairman,  pre- 
siding. 

MINUTES 

Minutes  of  the  meeting  of  September  19,  1971,  were 
approved  as  distributed. 

NEW  COMMITTEE  MEMBERS 

The  Chairman  noted  that  the  appointments  of  James 
L.  Schamadan,  M.D.  and  David  D.  Smith,  M.D.,  were 
confirmed  by  the  Board  of  Directors. 

PHYSICIAN  TO  POPULATION- 
RATIO  STUDY 

Mr.  Boykin  reviewed  the  subject  study  prepared  by 
the  Board  of  Medical  Examiners.  The  figures  were 
effective  as  of  August  1,  1971. 


PROPOSED  CHANGES  IN  THE 
MEDICAL  PRACTICE  ACT 

Mr.  Boykin  pointed  out  that  the  proposed  changes 
were  directed  primarily  to  two  subjects.  The  first  would 
make  it  possible  for  physician’s  assistants  to  function  in 
Arizona  under  the  control  of  the  Board  of  Medical 
Examiners  and  the  second  would  provide  for  limited 
licensure  based  on  geographic  need  for  physicians. 

It  was  suggested  that  the  folowing  words  be  added 
at  the  bottom  of  page  5 of  the  draft:  “F.  The  licentiate 
shall  be  subject  to  such  rules  and  regulations  for  the 
continuing  observation  and  evaluation  of  his  practice  of 
medicine  as  promulgated  by  the  Board.” 

It  was  moved  and  carried  that  this  legislative  draft, 
as  modified,  be  forwarded  to  the  Legislative  Committee 
along  with  a recommendation  for  endorsement  of  the 
concepts  presented  in  the  proposed  legislation. 

Meeting  adjourned  3:42  p.m. 


Total 

Indian 

Non-Indian 

Ratio  of  Private 

Number  of 

M.D.’s 

Population 

Population 

Population 

Practice  M.D.’s 

Name  of 

Licensed 

in  Private 

1970 

1970 

1970 

vs.  Non-Indian 

County 

M.D.’s 

Practice 

Census 

Census 

Census 

Population 

APACHE 

12 

1 

32,304 

23,994 

8,310 

1 x 8,310 

(Ariz.  P.H.S.- 

-1)  (Retired- 

-3)  (USPHS-4) 

(Ganado  Mission- 

-3) 

COCHISE 

34 

31 

61,910 

152 

61,758 

1 x 1,992 

(Retired— 3) 

COCONINO 

52 

48 

48,326 

11,966 

36,360 

1 x 757 

(Coconino  P.H.S.— 1)  (Retired— 3) 

GILA 

19 

19 

29,255 

4,591 

24,664 

1 x 1,298 

GRAHAM 

9 

7 

16,578 

1,682 

14,896 

1 x 2,128 

(Ariz.  Ft.  Grant— 2) 

GREENLEE 

8 

8 

10,330 

124 

10,206 

1 x 1,276 

MARICOPA 

1,502 

1,373 

968,487 

11,159 

957,328 

1 x 697 

(Ariz.  P.H.S.- 

-5)  (Maricopa  P.H.S.-12)  (Retired-47)  (ADM- 

-28)  (USPHS- 

-12)  (VA— 25) 

MOHAVE 

16 

15 

25,857 

869 

24,988 

1 x 1,562 

(Retired— 1) 

NAVAJO 

13 

9 

47,559 

23,023 

24,536 

1 x 2,726 

(Retired— 2) 

(USPHS-2) 

PIMA 

640 

583 

351,667 

8,837 

342,830 

1 x 588 

(Pima  P.H.S.- 

-6)  (Retired- 

-23)  (ADM— 9) 

(VA— 19) 

PINAL 

41 

38 

68,579 

6,405 

62,174 

1 x 1,636 

(Retired— 2) 

(ADM— 1) 

SANTA  CRUZ 

12 

11 

13,966 

22 

13,944 

1 x 1,268 

(Retired— 1) 

YAVAPAI 

39 

30 

36,837 

686 

36,151 

1 x 1,205 

(Retired— 1) 

(VA— 9) 

YUMA 

37 

36 

60,827 

2,272 

58,555 

1 x 1,627 

(ADM— 1) 

TOTALS 

2,434 

2,209 

1,772,482 

95,782 

1,676,700 

1 x 759 

Edward  Sattenspiel,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 
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MEDICAL  EDUCATION  COMMITTEE 

The  meeting  of  the  Medical  Education  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Tuesday, 
November  9,  1971  convened  at  7:07  p.m.,  Robert  E.  T. 
Stark,  M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  July  6,  1971  were  ap- 
proved as  distributed. 

TELEVISION  PROGRAMMING 

The  Committee  was  informed  that  the  Board  of 
Directors  during  the  meeting  held  July  25,  1971  ap- 
proved the  request  to  terminate  the  television  program- 
ming through  the  University  of  Arizona  and  Arizona 
State  University  television  stations.  Received  for  infor- 
mation only. 

ArMA  APPLICATION.  BROCHURE. 
AND  APPROVAL  FORM 

The  Committee  reviewed  the  printed  application  for 
the  1972  Arizona  Medical  Association  Certificate  in 
Continuing  Medical  Education,  the  continuation  sheet 
for  Category  4,  the  instruction  brochure,  and  the  request 
for  approval  of  a program  form.  Two  typographical 
errors  were  duly  noted  by  the  staff  and  arrangements 
were  made  to  correct  them. 

It  was  recommended  and  determined  that  the  dead- 
line date  for  submitting  applications  be  printed  on  the 
last  page  of  the  application  for  the  Certificate  in  Con- 
tinuing Medical  Education.  A deadline  date  of  Decem- 
ber 31  will  be  printed  on  the  next  order  of  applications, 
which  will  be  for  the  1973  ArMA  Certificate. 

POLICY  DECISIONS 

Since  the  last  meeting  of  the  Medical  Education 
Committee,  several  questions  developed  regarding  poli- 
cy decisions  which  were  made  as  follows: 

1.  The  Medical  Education  Committee  highly  encour- 
ages staff  meetings  and  patient  records  review  of 
groups,  clinics,  and  partnerships  on  a regular 
basis;  however,  it  is  not  considered  to  be  the  intent 
of  the  Continuing  Medical  Education  Program  to 
categorically  approve  this  type  of  in-house  peer 
review  activity. 

2.  Membership  and  participation  in  a formally  organ- 
ized journal  reading  club  or  audio  digest  club 
recognized  for  the  medical  educational  value  will 
be  accreditable  under  Category  8 (advanced  ap- 
proval required). 

3.  It  is  not  the  intention  to  give  special  consideration 
to  reciprocating  with  the  1971  AM  A Professional 
Recognition  Award.  Those  medical  education  ac- 
tivities reported  for  the  1971  AM  A Professional 
Recognition  Award  which  occurred  since  July, 
1969  can  be  creditable  toward  the  1972  ArMA 
Certificate. 


4.  It  was  determined  that  blanket  approval  of  formal- 
ly constituted  meetings,  programs,  or  courses  can- 
not be  granted  on  a regular  basis.  The  Committee 
is  studying  the  possibilities  of  an  accreditation 
program,  as  encouraged  by  AMA. 

5.  A review  of  three  courses  to  be  offered  by  the 
Arizona  Public  Health  Association  indicates  that 
they  would  be  accreditable  under  Category  8;  how- 
ever, the  “Request  for  Approval  of  a Program” 
form  should  be  completed  by  the  Arizona  Public 
Health  Association  for  more  complete  information. 

SAMA 

MEDICAL  EDUCATION  AND 
COMMUNITY  ORIENTATION 

The  Committee  received  the  directive  as  issued  dur- 
ing the  Board  of  Directors’  meeting  held  September  26, 
1971  as  follows: 

It  was  moved  and  carried  to  support  the  MECO 
program  in  principal;  that  the  matter  is  then  to  be 
referred  to  the  Medical  Education  Committee  for  study 
and  implementation  asking  them  to  consider  the  idea 
of  physicians’  financial  participation  and  that  the  Med- 
ical Education  Committee  consider  the  suggestion  that 
the  president  or  representative  of  SAMA  be  a guest  of 
all  Medical  Education  Committee  meetings.  SAMA  rep- 
resentatives are  to  be  advised  of  this  action. 

After  a review  of  the  SAMA-MECO  administrative 
guidelines  prepared  in  February  of  1971,  it  was  deter- 
mined that  the  chairman,  Robert  E.  T.  Stark,  M.D., 
would  meet  with  the  SAMA  President,  Mr.  James  Barsz, 
and  report  to  the  full  committee  at  the  next  meeting. 

With  regards  to  the  Board  of  Directors’  suggestion 
that  the  President  or  Representative  of  SAMA  be  a guest 
at  all  Medical  Education  Committee  meetings,  the 
following  action  was  taken: 

It  was  moved  and  carried  that  the  Medical  Education 
Committee  invite  the  Arizona  chapter  of  the  Student 
American  Medical  Association  to  send  a representative 
to  all  future  meetings  as  a guest. 

ARIZONA  PHYSICIANS  QUALIFYING 
FOR  AMA-PRA—  1969-1970 

A letter  from  the  Department  of  Continuing  Medical 
Education,  AMA,  enclosing  a listing  of  all  physicians 
in  Arizona  who  have  qualified  for  the  1969  and  1970 
Physician’s  Recognition  Award  was  received  and  their 
suggestions  for  use  by  State  Medical  Association. 

It  was  moved  and  carried  to  recommend  to  the  Editor 
Arizona  Medicine  to  publish  in  Arizona  Medicine  the 
names  of  those  who  have  qualified  for  the  AMA  Physi- 
cian’s award  for  Excellence  in  continuing  medical  educa- 
tion. 

ArMA  ACCREDITATION  PROGRAM 

The  Committee  reviewed  the  information  received 
from  the  American  Medical  Association,  Rutledge  W. 
Howard,  M.D.,  Associate  Director,  Department  of  Con- 
tinuing Medical  Education.  The  AMA  through  its  Coun- 
cil on  Medical  Education  and  its  Advisory  Committee 
on  Continuing  Medical  Education  affirmed  that  state 
medical  association  should  be  encouraged  to  consider 
the  establishment  of  an  accreditation  program  approved 
by  and  periodically  reviewed  by  the  Advisory  Commit- 
tee on  Continuing  Medical  Education  of  the  Council 
on  Medical  Education  for  the  following  categories  of 
institutions  and  organizations: 
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1.  Local  hospitals  which  have  continuing  medical 
education  activities  limited  to  hospital  staff  and 
physicians  in  the  local  community. 

2.  Medical  organizations  which  do  not  have  national 
scope,  e.g.,  state,  or  county  societies. 

3.  Local  units  of  VHA  organizations  not  under  na- 
tional administration  for  their  continuing  medical 
education. 

After  considerable  discussion  of  the  accreditation  pro- 
gram, it  was  determined  that  a subcommittee  should 
be  appointed  to  study  the  program.  William  F.  Sheeley, 
M.D.  accepted  appointment  as  Chairman  of  the  sub- 
committee with  Melvin  L.  Cohen,  M.D.  and  Albert  G. 
Wagner,  M.D.  as  members. 

SAMARITAN  HEALTH  SERVICES 
BIOMEDICAL  COMMUNICATIONS 
AND  EDUCATIONAL  TECHNOLOGICAL 
SERVICES 

The  Committee  reviewed  the  request  from  Francis 
T.  Flood,  M.D.,  Samaritan  Health  Services,  of  October 
1,  1971  to  give  recommendations  regarding  methodology, 
evaluation,  sources,  and  names  of  well-qualified  con- 
sultants and  indicate  ArMA’s  interest  in  participating 
with  the  application  to  be  considered  for  a grant  for 
a proposed  demonstration  center  for  materials  and  pro- 
cedural development  in  current  audio-visual  techniques. 

It  was  moved  and  carried  that  the  request  be  tabled 
until  further  information  is  available  from  Samaritan 
Health  Services  and  the  Regional  Medical  Program, 
Coordinator,  Dermont  W.  Melick,  M.D. 

REGIONAL  MEDICAL  PROGRAM 
REPORTS 

Dr.  Melick  gave  a brief  report  on  the  Regional  Med- 
ical Program  grant  application  for  Continuing  Medical 
Education  and  suggested  that  they  were  in  a position 
to  implement  programs  in  at  least  four  areas;  Flagstaff, 
Miami/Globe,  Yuma,  and  Prescott. 

Dr.  Melick  also  gave  a brief  report  on  the  implemen- 
tation of  the  1971  New  Mexico  Continuing  Medical 
Education  law  requiring  physicians  to  participate  in 
continuing  medical  education  for  retention  of  New 
Mexico  State  licenses,  which  is  to  become  effective 
January  1,  1972.  Guidelines  for  implementing  the  pro- 
gram will  be  discussed  at  public  hearings  before  final 
consideration  by  the  New  Mexico  Board  of  Medical 
Examiners.  The  Continuing  Education  Committee  of 
the  New  Mexico  Medical  Society  and  New  Mexico 
Regional  Medical  Program  are  expected  to  develop  con- 
tinuing education  programs  that  will  assist  physicians  in 
satisfying  the  legal  requirements  during  the  next  three 
years. 

SCHEDULE  OF  MEETINGS 

It  was  moved  and  carried  that  regular  medical  educa- 
tion committee  meetings  be  held  on  a bi-monthly  basis, 
on  the  fourth  Tuesday  of  the  month  beginning  with 
January  25,  1972.  Further,  all  intermediate  work  be 
assigned  by  the  chairman  to  a subcommittee  to  carry 
out  on  a timely  basis. 

Meeting  adjourned  at  9:31  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


LEGISLATIVE  COMMITTEE 

The  meeting  of  the  Legislative  Committee  of  the 
Arizona  Medical  Association,  Inc.,  810  W.  Bethany 
Home  Road,  Phoenix,  held  Sunday,  November  14,  1971 
convened  at  10:20  a.m.,  Richard  O.  Flynn,  M.D., 
Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  January  24,  1971 
were  approved  as  distributed. 

MEDICAL  SPECIALTY  GROUP 
PARTICIPATION 

The  Chairman  introduced  the  physicians  present  rep- 
resenting the  specialty  societies  and  invited  them  to 
speak  on  any  proposed  legislation  of  interest  to  their 
society. 

Maier  I.  Tuchler,  M.D.  and  Marshall  Jones,  M.D., 
representing  the  Arizona  Psychiatric  Society  requested 
that  the  Legislative  Committee  consider  supporting  the 
legislation  providing  for  a separate  department  of  mental 
health  and  gave  a brief  description  of  the  bill  as  intro- 
duced during  the  past  several  years.  It  was  noted  that 
the  Association’s  action  regarding  this  bill  during  the  last 
session  was  in  “non-support”  in  retrospect  to  previous 
years  when  the  Association  supported  the  concept.  The 
request  of  the  Arizona  Psychiatric  Society  will  be  taken 
tinder  consideration  when  the  proposed  legislation  is 
presented  to  the  Legislative  Committee. 

Robert  T.  Westfall,  M.D.  representing  the  Arizona 
Thoracic  Society  requested  the  Association’s  support  for 
a larger  appropriation  for  T.B.  funds. 

It  was  moved  and  carried  to  support  funding  for 
T.B.  control. 

W.  Scott  Chisholm,  Jr.,  M.D.  representing  the  Arizona 
Society  of  Pediatrics  stated  that  their  society  was  very 
much  in  support  of  a physician’s  assistant  program  and 
the  compulsory  immunization  bill,  which  is  to  be  intro- 
duced by  the  State  Department  of  Health. 

SPECIAL  COMMITTEE 

The  Chairman  announced  that  a Committee  has  been 
formulated  to  assist  and  consult  with  the  Majority  Lead- 
er of  the  House,  Representative  Burton  S.  Barr,  at  his 
request.  The  following  physicians  have  agreed  to  mem- 
bership on  this  Committee: 

Arnold  H.  Dysterheft,  M.D. 

Richard  O.  Flynn,  M.D. 

Robert  E.  Hastings,  Jr.,  M.D. 

Wilfred  M.  Potter,  M.D. 

CONSIDERATION  OF  LEGISLATION  — 
SECOND  SESSION 
THIRTIETH  LEGISLATURE 

Chiropractic  Legislation 

Proposed  chiropractic  legislation  was  presented  to  the 
Committee  and  the  action  of  the  Board  of  Directors  dur- 
ing the  meeting  held  September  26,  1971  as  follows: 

It  was  moved  and  carried  that  any  communication 
from  this  association  to  the  Arizona  Legislature  in 
regard  to  proposed  Chiropractic  Legislation  state 
that  the  Arizona  Medical  Association  is  unequivo- 
cally opposed  to  any  support  of  chiropractic  and 
further,  those  portions  of  legislation  which  are  par- 
ticularly a hazard  to  the  public  should  be  pointed 
out  and  that  this  matter  be  referred  to  the  Legisla- 
tive Committee  for  their  information  and  appropri- 
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ate  action. 

Received  for  information  only. 

Emergency  Medical  Services 

Proposed  legislation  to  provide  for  emergency  medical 
services  and  the  action  of  the  Board  of  Directors  during, 
the  meeting  held  September  26,  1971  was  received  as 
follows: 

It  was  moved  and  carried  to  support  this  concept  of 
Emergency  Medical  Services  Legislation  and  to  ad- 
vise the  Legislative  Committee  of  this  action. 

The  Committee  reviewed  the  draft  of  proposed  legis- 
lation and  the  actions  of  the  Board  of  Directors  for  in- 
formation only,  as  it  was  explained  that  the  Interim 
Committee  of  the  Legislature  was  accepting  amend- 
ments and  the  final  draft  of  legislation  to  be  introduced 
was  not  yet  prepared. 

Nurses’  Practice  Act 

Proposed  legislation  as  approved  by  the  Arizona  State 
Nurses’  Association,  Board  of  Directors  intended  to  ex- 
pand the  role  of  the  registered  nurse  was  discussed  by 
the  Committee.  The  Committee  also  received  the  action 
of  the  Board  of  Directors  during  the  meeting  held  Sep- 
tember 26,  1971  as  follows: 

It  was  moved  and  carried  than  any  consideration  or 
revision  of  the  Nurses’  Practice  Act  must  assure  that 
the  physician  remain  legally,  morally,  and  profes- 
sionally responsible  for  the  practice  of  medicine; 
that  this  matter  also  be  referred  to  the  Legislative 
Committee. 

The  Committee  also  reviewed  the  statement  issued  by 
the  Arizona  State  Nurses’  Association  on  August  4 en- 
titled “Increasing  the  Registered  Nurses’  Contribution  to 
Health  Care  Services”,  as  well  as  a statement  adopted  on 
September  17,  1971,  and  the  Attorney  General’s  opinion 
of  August  6 regarding  the  “Pediatric  Nurse  Associate 
Program.” 

It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  the  association  be  in  non- 
support of  any  legislation  which  may  provide  the 
registered  nurse  with  independent  practioner’s 
status. 

Confidentiality  of  BOMEX  Inquiries  and  Investigations 

The  Committee  reviewed  proposed  legislation  by  Mr. 
Boykin  to  amend  the  Medical  Practice  Act  making  all 
inquiries  and  investigations  of  the  Board  confidential.  It 
was  determined  that  this  proposed  legislation  be  held 
until  Mr.  Jacobson  has  had  an  opportunity  to  discuss  it 
with  counsel  of  the  Board  of  Medical  Examiners,  as  well 
as  Mr.  Greenfield,  who  drafted  this  amendment. 
Physician’s  Assistants 

There  was  a considerable  amount  of  discussion  re- 
garding proposed  legislation  drafted  by  the  Interim 
Committee  of  the  Thirtieth  Legislature,  which  provides 
for  the  certification  and  regulation  of  paramedical  as- 
sistants by  the  State  Department  of  Health;  and  provides 
for  recommendations  of  requirements  for  certification  to 
be  submitted  by  Boards  of  Examiners  for  physicians, 
osteopaths,  and  nurses. 

It  was  moved  and  carried  to  approve  the  actions 
taken  by  the  Ad  Hoc  Committee  on  locum  tenens 
and  health  manpower  during  the  meeting  held 
September  19,  1971  as  follows: 

1.  That  all  efforts  be  made  to  alter  this  draft  by 
removing  the  word  “paramedical  assistants” 


and  replacing  it  with  “physician’s  assistants.” 

2.  That  the  certification  and  control  of  physician’s 
assistants  should  be  placed  in  the  hands  of  the 
Board  of  Medical  Examiners  and  not  in  the 
Department  of  Health. 

3.  That  an  addition  to  the  bill  should  be  made 
wherein  it  clearly  states  that  a physician’s 
assistant  can  work  only  under  the  supervision 
of  a physician,  even  though  the  physician’s 
assistant  may  be  technically  an  employee  of 
a health  care  institution. 

4.  That  if  the  Arizona  Medical  Association  is  un- 
successful in  getting  the  original  draft  of  the 
bill  altered  by  having  the  control  placed  in  the 
Board  of  Medical  Examiners  instead  of  the 
Board  of  Health,  that  every  effort  should  be 
made  to  see  that  the  bill  is  not  enacted. 

5.  That  we  reaffirm  our  support  of  House  Bill  21 
introduced  in  the  1971  Legislature  on  this 
matter  with  perhaps  a modification  setting 
forth  a date  specific  wherein  the  Board  of 
Medical  Examiners  would  have  rules  and  reg- 
ulations prepared. 

BOMEX  — Physician’s  Assistants,  Canadian  Schools, 
Limited  Licensure,  etc. 

Mr.  Boykin  presented  proposed  legislation  relating  to 
the  Medical  Practice  Act;  providing  authorization  for 
physician’s  assistants  when  approved  and  supervised; 
providing  for  a date  certain  for  the  establishment  of  a 
physician’s  assistant  program  in  Arizona;  providing  for 
qualifications  for  a regular  license  to  practice  medicine 
in  Arizona  by  written  examination;  providing  for  quali- 
fications for  a regular  license  to  practice  medicine  in 
Arizona  by  endorsements;  providing  for  qualifications  for 
a limited  license  to  practice  medicine  in  Arizona;  and 
authorizing  the  collection  of  certain  fees.  It  was  noted 
that  the  physician’s  assistant  portion  of  this  proposed 
legislation  was  as  proposed  in  House  Bill  21,  introduced 
during  the  First  Regular  Session  of  the  Thirtieth  Legis- 
lature (1971)  and  providing  for  October  1,  1972  as  a date 
certain  when  the  Board  of  Medical  Examiners  shall 
establish  procedures  and  rules  and  regulations. 

It  was  moved  and  carried  to  give  active  support  to 
the  introduction  and  enactment  of  legislation  pro- 
viding authorization  for  physician’s  assistants  when 
approved  and  supervised;  providing  for  a date  cer- 
tain for  the  establishment  of  a physician’s  assistant 
program  in  Arizona;  providing  for  qualifications  for 
a regular  license  to  practice  medicine  in  Arizona  by 
written  examination;  providing  for  qualifications  for 
a regular  license  to  practice  medicine  in  Arizona  by 
endorsement;  providing  for  qualifications  for  a lim- 
ited license  to  practice  medicine  in  Arizona  and 
authorizing  the  collection  of  certain  fees. 

ICA  — Fee  Schedule 

The  Occupational  Health  Committee  recommended 
during  the  meeting  held  on  July  10,  1971  that  the  Legis- 
lative Committee  consider  the  possibility  of  again  at- 
tempting to  change  the  Industrial  Commission’s  statutes 
so  that  some  procedure  other  than  a rigid,  maximum  fee 
schedule  could  be  adopted. 

The  Committee  reviewed  the  recommendations  of  the 
Occupational  Health  Committee  and  received  them  for 
information  only. 
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Legislation  Providing  for  Triplicate  Prescriptions 
for  Narcotics 

The  Committee  reviewed  proposed  legislation  provid- 
ing that  prescriptions  for  narcotics  shall  be  written  in 
triplicate  on  official  order  blanks,  as  requested  by  Sena- 
tor Douglas  S.  Holsclaw. 

It  was  moved  and  carried  that  no  action  be  taken 
on  this  proposed  legislation  until  such  time  as  the 
section  on  Drug  Abuse  of  the  Professional  Commit- 
tee has  an  opportunity  to  meet  with  the  proponents 
and  make  appropriate  recommendations. 

Malpractice  Legislation 

House  Bill  200  as  introduced  during  the  First  Regular 
Session  of  the  Thirtieth  Legislature  and  providing  for 
the  introduction  of  certain  evidence;  prescribing  the 
burden  of  proof  and  presumptions  relating  thereto 
(locality  rule  and  res  ipsa  loquitur)  was  discussed  and 
considered  for  introduction  during  the  Second  Regular 
Session. 

It  was  determined  that  an  inquiry  be  made  of  the 
Traveler’s  Insurance  Companies  to  determine  whether 
this  type  of  legislation  would  be  beneficial  to  us  in  the 
State  of  Arizona. 

Possible  Optometry  Legislation 

Dr.  Frazin  introduced  legislation  adopted  in  the  State 
of  Rhode  Island  during  their  1971  Session  in  which 
optometry  is  defined  to  include  the  examination  or  diag- 
nosis of  the  human  eye  to  ascertain  the  presence  of  ab- 
normal conditions  or  functions  and  the  topical  applica- 
tion of  drugs.  Dr.  Frazin  explained  that  the  Ophthal- 
mological  Society  is  concerned  about  this  type  of  legis- 
lation and  would  ask  the  Association  to  give  active  sup- 
port to  it  if  introduced  in  this  state.  Received  for  infor- 
mation only. 

Proposed  Legislation  by  the  State  Department  of  Health 

Dr.  Kossuth,  Commissioner,  State  Department  of 
Health  reviewed  legislation  which  they  are  hoping  to 
have  considered  during  the  Second  Session  of  the  Thir- 
tieth Legislature.  The  following  proposals  were  received 
for  information: 

1.  Compulsory  immunization 

2.  Licensing  and  regulation  of  labor  camps 

3.  Health  information  center 

4.  Removing  requirement  that  clinical  labs  division 
be  self-supporting 

5.  Noise  pollution 

6.  Certification  of  water  treatment  operators  — 
Classifying  all  water  systems 

7.  Penalty  clause  for  and  cease  and  desist  orders  on 
certain  public  health  nuisances 

8.  Providing  for  services  of  isolation  and  quarantine 
order  by  Sheriff  and  penalties 

Arizona  Basic  Education  Association 

A series  of  proposals  recommended  by  the  Arizona 
Basic  Education  Association  designed  to  bring  improve- 
ments in  the  quality  of  our  public  schools  and  can  result 
in  a substantial  savings  in  cost  of  public  education  were 
reviewed. 

It  was  moved  and  carried  to  receive  the  proposals 
of  the  Arizona  Basic  Education  Association  for  in- 
formation only. 

Meeting  adjourned  1:45  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Ari- 
zona Medical  Association,  Inc.,  held  Saturday,  November 
20,  1971,  at  810  West  Bethany  Home  Road,  Phoenix, 
Arizona,  convened  at  2:16  p.m.,  James  L.  Grobe,  M.D., 
President  and  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  September  25,  1971, 
were  approved  as  distributed. 

JOINT  ArMA-ArOMA  MEETING 

The  committee  agreed  to  a future  joint  meeting  with 
the  Executive  Committee  of  the  Arizona  Osteopathic 
Medical  Association.  Details  to  be  arranged  by  the  staff. 

GOOD  SAMARITAN  HOSPITAL  LETTER 

A letter  from  the  Secretary  of  the  Executive  Commit- 
tee of  the  Medical  Staff  of  the  above  hospital  making 
reference  to  merger  activities  was  discussed. 

It  was  determined  that  a letter  should  be  sent  clarify- 
ing this  matter. 

PHYSICIAN  SHORTAGE  — TOMBSTONE 

A letter  from  Winifred  B.  Chapel,  Chairman,  Com- 
munity Improvement  Project,  Tombstone  Woman’s  Club, 
requesting  a certification  of  physician  shortage  in  Tomb- 
stone was  reviewed.  It  was  agreed  to  certify  to  the 
physician  shortage  in  the  Tombstone  area. 

SPECIAL  EXECUTIVE  COMMITTEE 
MEETING 

It  was  announced  that  a special  meeting  of  the  Execu- 
tive Committee  has  been  called  for  January  21,  1972,  for 
the  purpose  of  receiving  the  progress  report  of  the  Pro- 
fessional Liability  Program  offered  by  Travelers  Insur- 
ance Companies.  Mr.  Lou  Tarbell  and  Mr.  Leon  Zaccaro 
will  be  present  from  Travelers. 

STATE  HMO  REVIEW  COMMITTEE 

Mr.  Robinson  reported  that  he  had  been  asked  to 
serve  on  a HEW  Region  IX  Committee  to  review  Health 
Maintenance  Organization  grant  applications.  The  com- 
mittee approved  Mr.  Robinson’s  participation  on  this 
committee. 

ASU  STUDENT  HEALTH  SERVICE 

Dr.  Jones’  request  for  support  of  the  expansion  of  the 
Student  Health  Service  at  ASU  was  referred  to  the  Board 
of  Directors  with  the  following  motion: 

It  was  moved  and  carried  that  the  Executive  Com- 
mittee recommend  to  the  Board  of  Directors  that  it 
support  the  general  concept  of  the  need  for  ex- 
panded Student  Health  Care  at  ASU.  However,  we 
are  not  in  a position  to  evaluate  the  specific  items 
that  are  proposed  and  therefore  the  matter  should 
be  referred  to  the  Professional  Committee  for  study 
and  recommendation. 

ArHA-ArMA  MEETING 

The  committee  agreed  to  meet  with  the  Executive 
Committee  of  the  Arizona  Hospital  Association  at  6:30 
p.m.,  at  the  Arizona  Club  on  December  16,  1971,  to 
discuss  mutual  problems.  Drs.  Richard  O.  Flynn  and 
Wilfred  M.  Potter  were  also  to  be  asked  to  attend. 

ARIZONA  SOCIETY  OF 
OTOLARYNGOLOGY 

Dr.  Zonis’  letter  of  November  8,  1971,  requesting  an 
Association  letter  stating  that  they  are  recognized  as 
representing  OTOs  in  Arizona  was  reviewed. 

It  was  pointed  out  that  official  chartering  by  ArMA 
was  necessary. 
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It  was  moved  and  carried  that  prior  to  issuing  the 
requested  letter,  we  should  request  the  following 
items: 

1.  Membership  List 

2.  Copy  of  the  organization’s  bylaws. 

BOARD  OF  DIRECTORS  AGENDA 
11/21/71 

The  committee  reviewed  the  agenda  for  the  11/21/71 
meeting  of  the  Board  of  Directors  and  prepared  various 
recommendations. 

Meeting  adjourned  4:45  p.m. 

Edward  Sattenspiel,  M.D. 
Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  November  21,  1971,  a 
quorum  being  present,  convened  at  10:04  a.m.,  James 

L.  Grobe,  M.D.,  President  and  Chairman,  presiding. 

WELCOME 

Dr.  Grobe  welcomed  the  guests  and  William  C.  Scott, 

M. D.,  gave  the  invocation. 

MINUTES 

The  minutes  of  the  meeting  held  September  26,  1971, 
were  approved  as  distributed. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Langston  reported  that  plans  are  going  forward 
for  the  Leadership  Conference  which  is  scheduled  for 
January  15,  1972.  He  indicated  that  Representative  John 
Rhodes  will  be  the  luncheon  speaker.  Invitations  are  to 
be  issued  soon  to  approximately  100  people. 

BOARD  OF  DIRECTORS 

Building  Fund  Delinquency  List 

It  was  reported  that  the  following  members  had  not 
paid  their  1971  building  fund  assessment: 

Harrison  M.  Baker,  M.D.  — Maricopa 
Michael  F.  Cleary,  M.D.  — Maricopa 
Warren  A.  Colton,  M.D.  — Maricopa 
John  R.  Davis,  M.D.  — Pima 
A.  Howard  Erickson,  M.D.  — Maricopa 
Irving  I.  Folberg,  M.D.  — Cochise 
Jack  Herman,  M.D.  — Coconino 
Charles  V.  Kachel,  M.D.  — Maricopa 
Raymond  E.  Kaufman,  M.D.  — Maricopa 
Lawrence  E.  Kelsey,  M.D.  — Maricopa 
Sidney  R.  Kemberling,  M.D.  — Pima 
W.  Stanley  Kitt,  M.D.  — Pima 
John  H.  Lloyd,  M.D.  — Maricopa 
John  E.  McCarville,  M.D.  — Maricopa 
R.  L.  Pendleton,  M.D.  — Cochise 
Robert  D.  Smith,  M.D.  — Maricopa 
Pearl  M.  Tang,  M.D.  — Maricopa 
Seymour  M.  Weisman,  M.D.  — Maricopa 

It  was  pointed  out  that  the  Bylaws  require  loss  of 
membership  for  nonpayment  of  assessments. 

It  was  determined  to  have  the  District  Directors 
contact  these  18  members  to  determine  the  reason 
for  nonpayment. 

EXECUTIVE  COMMITTEE 

Financial  Statement  for  Period  Ending  10/31/71 

Dr.  Scott  reviewed  the  financial  statement  and  point- 


ed out  that  the  1971  tax  bill  was  more  than  double  the 
budgeted  figure  which  created  a budget  deficit  in  ac- 
count 505. 

It  was  moved  and  carried  to  approve  a budget  ad- 
justment in  the  amount  of  $2,000  in  account  505  — 
Building  Operation. 

Building  Use 

Dr.  Scott  reported  that  during  the  past  twelve  months 
167  different  meetings  were  held  in  the  new  building  in- 
volving 4,164  people.  Of  the  167  meetings,  91  involved 
food  service  to  1,702  people.  These  167  meetings  includ- 
ed all  ArMA  Committees  plus  105  meetings  of  specialty 
groups  and  groups  closely  related  to  the  Association  such 
as  the  Board  of  Medical  Examiners,  Woman’s  Auxiliary, 
Maricopa  County  Medical  Society  and  Foundation,  and 
many  others.  Dr.  Scott  indicated  that  many  other  medi- 
cal specialty  society  groups  have  indicated  interest  in 
the  use  of  the  building  which  indicates  that  one  of  the 
key  reasons  for  building  the  building  has  been  realized. 
Membership  Classification  Changes  Approved 
Maricopa  County 

(a)  Trevor  G.  Browne,  M.D.,  Active  Over  70  to  Active 
50  Year  Club  — Account  years  of  service  Dues  Ex- 
empt — Effictive  1/1/72 

(b)  John  T.  Hayward-Butt,  M.D.,  Active  to  Associate  — 
Account  further  training  Dues  Exempt  — Effective 
1/1/72 

(c)  Gertrude  Kilpatrick,  M.D.  — Active  to  Associate  — 
Account  further  training  Dues  Exempt  — Effective 
1/1/72 

(d)  Vernon  Kores,  M.D.  — Active  to  Associate  — Ac- 
count Retirement  — Dues  Exempt  Effective  1/1/72 

(e)  Claire  Ness,  M.D.  — Active  to  Associate  — Account 
Retirement  — Dues  Exempt  Effective  1/1/71 

(f)  Dwight  H.  Porter,  Sr.,  M.D.  — Active  to  Active  Over 
70  — Account  Age  Dues  Exempt  — Effective  1/1/72 

AD  HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY  INSURANCE 

Dr.  Cloud  reported  on  the  testimony  he  gave  before 
the  HEW  Commission  on  Medical  Malpractice  on  Oc- 
tober 23,  1971.  He  pointed  out  that  Mr.  John  Westover 
also  testified  on  our  behalf  and  at  our  expense.  Dr.  Jar- 
rett  pointed  out  that  of  all  western  states,  only  Arizona 
and  California  Medical  Associations  had  representatives 
at  the  hearings  presenting  medicine’s  point  of  view  while 
the  Trial  Lawyers  Association  had  many  present  at  the 
hearings.  Dr.  Jarrett  expressed  great  concern  over  the 
apparent  lack  of  interest  on  the  part  of  the  medical  pro- 
fession. 

BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

The  president  reported  that  the  1971  scholarship 
grants  in  the  amount  of  $500  each  were  made  to  the 
following: 

Abraham  P.  Koole,  Phoenix,  U of  A College  of  Medicine 
Bill  J.  Longwell,  Tempe,  U or  A College  of  Medicine 
John  J.  Misiaszek,  Phoenix,  U of  A College  of  Medicine 
Patricia  Jo  Sparks,  Phoenix,  U of  Utah  Col.  of  Medicine 
Michael  D.  Staniac,  Glendale,  U of  A Col.  of  Medicine 
It  was  also  reported  that  Ethel  L.  Livingston  of  Phoe- 
nix had  been  chosen  as  the  recipient  of  the  Robert  Car- 
penter Award  which  is  funded  by  Blue  Cross-Blue 
Shield. 
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GOVERNMENTAL  SERVICES 
COMMITTEE 

The  Board  went  into  Executive  Session  at  this  time. 

Following  the  executive  session,  the  president  an- 
nounced that  certain  action  relating  to  referral  to  the 
Board  of  Medical  Examiners  had  been  taken. 

Medicredit  — reaffirmation 

Mr.  David  Morrison  requested  the  Board  to  reaffirm 
the  Association’s  position  in  favor  of  endorsement  of  the 
AMA’s  Medicredit  proposal. 

It  was  moved  and  carried  that  the  Association  re- 
affirm its  previous  position  of  support  of  the  AMA’s 
Medicredit  proposal. 

LEGISLATIVE  COMMITTEE 

New  appointment  confirmation 

The  Board  confirmed  the  appointment  of  Lawrence 
N.  Frazin,  M.D.,  as  a regular  member  of  the  Legislative 
Committee. 

Nursing  Practice  Act 

The  Legislative  Committee’s  recommendation  regard- 
ing proposed  changes  in  the  nursing  practice  act  were 
reviewed. 

It  was  moved  and  carried  that  this  Association  fav- 
ors broadening  the  base  of  delivery  of  health  care 
by  using  registered  nurses  and  paramedic  person- 
nel; however,  we  oppose  legislation  providing  them 
with  independent  practictioner’s  status. 

Physician’s  Assistants 

Proposed  legislation  drafted  by  an  interim  committee 
of  the  Thirtieth  Legislature  dealing  with  paramedic  per- 
sonnel was  reviewed  by  the  Ad  Hoc  Locum  Tenens  & 
Health  Manpower  Committee  which  made  the  following 
recommendations,  in  which  the  Legislative  Committee 
concurred: 

1.  That  all  efforts  be  made  to  alter  this  draft  by  re- 
moving the  word  “paramedical  assistants”  and  re- 
placing it  with  “physician’s  assistants.” 

2.  That  the  certification  and  control  of  physician’s 
assistants  should  be  placed  in  the  hands  of  the 
Board  of  Medical  Examiners  and  not  in  the  De- 
partment of  Health. 

3.  That  an  addition  to  the  bill  should  be  made  where- 
in it  clearly  states  that  a physician’s  assistant  can 
work  only  under  the  supervision  of  a physician, 
even  though  the  physician’s  assistant  may  be  tech- 
nically an  employee  of  a health  care  institution. 

4.  That  if  the  Arizona  Medical  Association  is  unsuc- 
sessful  in  getting  the  original  draft  of  the  bill  alter- 
ed by  having  the  control  placed  in  the  Board  of 
Medical  Examiners  instead  of  the  Board  of  Health, 
that  every  effort  should  be  made  to  see  that  the  bill 
is  not  enacted. 

5.  That  we  reaffirm  our  support  of  H.B.  21  introduc- 
ed in  the  1971  Legislature  on  this  matter  with, 
perhaps,  a modification  setting  forth  a date  specific 
when  the  Board  of  Medical  Examiners  would  have 
rules  and  regulations  prepared. 

It  was  moved  and  carried  that  the  Association  ac- 
cept the  recommendations  of  the  Legislative  Com- 
mittee. 

Physician’s  Assistants  & Limited  Licensure 

The  Board  considered  proposed  legislation  as  recom- 
mended by  the  Board  of  Medical  Examiners  which 


would  make  the  use  of  physician’s  assistants  possible  in 
Arizona  and  which  would  make  possible  the  issuance 
of  limited  licenses  for  physicians  to  practice  in  commu- 
nities designated  by  the  Board  of  Medical  Examiners. 
The  Legislative  Committee  recommended  “active  sup- 
port” of  this  piece  of  legislation. 

It  was  moved  and  carried  to  approve  the  recom- 
mendations of  the  Legislative  Committee. 

MEDICAL  ECONOMICS  COMMITTEE 

Ovehead  Expense  Disability  Income  Program 

It  was  moved  and  carried  that  the  Association  en- 
dorse the  proposed  Overhead  Expense  Disability 
Income  Program  as  offered  by  the  Occidental  Life 
Insurance  Company  of  California  and  which  was 
approved  by  the  Medical  Economics  Committee. 
Life  Insurance  Program  for  Members  Wives 

It  was  moved  and  carried  that  the  Association  en- 
dorse the  proposed  group  life  insurance  plan  for 
wives  of  members  of  this  Association  as  recom- 
mended by  the  Medical  Economics  Committee  and 
offered  by  the  Consumers  National  Life  Insurance 
Company. 

Defendants  Reimbursement  Policy 

It  was  moved  and  carried  that  this  Association  en- 
dorse the  Defendants  Reimbursement  Policy  as  of- 
fered by  the  National  Casualty  Company  and  rec- 
ommended by  the  Medical  Economics  Committee. 
Cal- Western  Life  Insurance  Program 

It  was  moved  and  carried  that  this  Association  ap- 
prove a change  of  agent  for  the  program  and  that 
the  new  agent  be  the  one  who  handles  other  ArMA 
endorsed  programs  such  as  the  National  Casualty 
Disability  Program  so  that  the  membership  will 
only  have  to  deal  with  one  agent  for  its  various 
programs. 

PEER  REVIEW  ADVISORY  COUNCIL 

The  president  reviewed  the  work  done  by  the  Peer 
Review  Advisory  Council  with  regard  to  Resolution  9-71 
adopted  by  the  House  of  Delegates  on  May  1,  1971. 

It  was  moved  and  carried  that  this  Board  of  Direc- 
tors arrange  for  resolutions  to  be  prepared  that 
would  create  an  “Arizona  Foundation  for  Medical 
Care”,  which  would  be  an  arm  of  the  Arizona 
Medical  Association.  Said  Foundation  could  con- 
tract with  the  Department  of  Health,  Education 
and  Welfare,  and  others,  for  Peer  Review  activities 
and,  where  feasible,  could  funnel  Peer  Review  to 
local  county  medical  societies  and  foundations.  This 
organization  may  also  involve  itself  in  other  aspects 
of  foundation  work.  The  Association’s  Executive 
Director  is  instructed,  with  the  assistance  of  legal 
counsel,  appropriate  committees,  and  others,  to  pro- 
ceed with  the  organizational  phase  and  report  pro- 
gress at  the  next  Board  of  Directors  meeting. 

Dr.  Chisholm  stated  that  he  was  asked  to  read  the 
following  statement  into  the  record  of  this  meeting: 
“Peer  Review  Advisory  Council  met  on  October  10,  and 
heard  the  hospital  utilization  program  as  proposed  by 
Arizona  Hospital  Association  and  Blue  Cross.  It  was  the 
consensus  of  the  council  that  peer  review  and  hospital 
utilization  should  remain  in  the  control  of  the  physicians 
and  not  be  delegated  to  hospitals  or  an  insurance  com- 
pany. Therefore,  it  was  unanimously  moved  that  the 
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council  recommend  that  the  Arizona  State  Medical  As- 
sociation create  a “United  Foundation  of  Arizona”, 
which  would  be  an  arm  of  ArMA  to  contract  with  HEW 
and  which  would  funnel  peer  review  work  to  the  local 
medical  societies  and  foundations.  This  organization 
might  also  involve  itself  in  all  other  aspects  of  founda- 
tion work. 

It  was  also  further  recommended  that  a committee  of 
three  physicians  from  ArMA  meet  with  3 representatives 
of  the  Arizona  Hospital  Association  (suggesting  that  one 
be  a hospital  chief  of  staff),  and  3 representatives  of 
BC/BS  (suggesting  that  one  be  a physician  from  either 
the  BC  or  BS  Board).  This  committee  is  to  be  charged 
with  notifying  the  other  parties  that  the  hospital  utiliza- 
tion program  as  proposed  is  unacceptable  to  the  Arizona 
State  Medical  Association  and  that  they  will  help  to  get 
these  services  through  the  state  mechanism  of  a United 
Foundation  of  Arizona  at  the  local  medical  society  or 
foundation  where  these  services  already  exist. 

The  concil  felt  that  this  structure  for  peer  review  and 
hospital  utilization  meets  the  requirements  of  the  Ben- 
nett Amendment  for  P.S.R.O.  and  is  our  last  opportunity 
to  keep  the  control  in  the  hands  of  the  physicians.” 

The  chairman  expressed  his  appreciation  to  members 
of  the  Peer  Review  Advisory  Council  and  directed  that 
a letter  of  appreciation  be  sent  to  each  member  also 
advising  them  that,  having  completed  their  assignment, 
the  council  was  disbanded.  The  chairman  further  direct- 
ed that  the  organizational  phase  of  creating  the  Founda- 
tion would  be  the  standing  Medical  Economics  Com- 
mittee. 

It  was  moved  and  carried  that  the  following  mem- 
bers be  appointed  to  the  Medical  Economics  Com- 
mittee, subject  to  their  acceptance: 

M.  David  Ben-Asher,  M.D. 

Charles  H.  Finney,  M.D. 

William  B.  Helme,  M.D. 

Patrick  P.  Moraca,  M.D. 

Wallace  A.  Reed,  M.D. 

PROFESSIONAL  COMMITTEE 

Amphetamine  Position 

The  Board  considered  the  Professional  Committee’s 
recommendation  to  have  the  Association  take  an  official 
position  on  the  use  of  amphetamines  as  follows: 

“It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  based  on  statements  issued  by  Maricopa 
County  Medical  Society,  Pima  County  Medical  Society 
and  the  Board  of  Medical  Examiners,  the  Arizona  Med- 
ical Association  go  on  record  as  officially  disapproving 
the  use  of  all  presently  available  amphetamines  in  all 
forms,  except  where  a specific  medical  indication  exists. 
Further,  medical  evidence  to  date  does  not  justify  the 
use  of  any  form  of  amphetamines  or  any  other  central 
nervous  system  stimulant  drugs  in  weight  control  pro- 
grams.” 

Considerable  discussion  ensued  on  ways  this  state- 
ment could  be  strengthened  so  that  it  could  be  used  by 
the  Board  of  Medical  Examiners  in  enforcing  compliance. 

It  was  moved  and  carried  that  this  matter  be  referred 
to  staff  and  legal  council  for  proper  wording. 

Tumor  Registry 

Dr.  Wagner  pointed  out  that  the  Regional  Medical 


Program  has  asked  the  Association  to  recommend  names 
of  members  to  participate  in  the  development  of  a state- 
wide tumor  registry. 

It  was  moved  and  carried  that  the  following  names 
be  recommended: 

Felix  F.  Jabczenski,  M.D. 

Ralph  A.  Jackson,  M.D. 

Daniel  J.  Kuntz,  M.D. 

Louis  M.  Newton,  M.D. 

Sterilization  Procedures 

It  was  moved  and  carried  that  this  association  en- 
courage health  insurance  carriers  in  Arizona  to  cover 
sterilization  procedures  whether  they  are  primarily  done 
for  social,  economic  or  medical  indications. 

Joint  Council  for  Health  Practice 

Dr.  Payne  reported  on  the  request  of  the  Arizona 
State  Nurses’  Association  that  we  recommend  members 
to  participate  in  a Joint  Council  for  Health  Practice. 

It  was  moved  and  carried  that  the  following  be  asked 
to  represent  the  association  on  a joint  council  for  health 
care: 

Charles  D.  Christian,  M.D. 

Walter  R.  Eicher,  M.D. 

Richard  O.  Flynn,  M.D. 

“Doctors  Hearing  Aid  Dispensary” 

It  was  moved  and  carried  that  the  request  from  the 
Shalako  Resources  Systems,  Inc.,  for  the  association’s 
endorsement  to  use  the  name  “Doctors  Hearing  Aid 
Dispensary”  not  be  given,  pointing  out  that  the  name 
might  be  misleading  to  the  public  in  that  it  implies  that 
the  business  is  operated  by  physicians  and  it  definitely 
would  invoke  a negative  reaction  from  members  of  the 
Arizona  Medical  Association.  Further,  the  use  of  the 
word  “doctors”  in  the  business  title  may  be  against  the 
Arizona  Revised  Statutes,  Section  32-1455  (B).  And 
further,  that  Shalako  Resource  Systems,  Inc.,  be  inform- 
ed of  the  opinion  of  this  Association. 

OTHER  BUSINESS 

ASU  Student  Health  Service 

A request  for  the  Association’s  backing  of  an  ex- 
panded student  health  services  was  reviewed. 

It  was  moved  and  carried  that  the  Association  support 
the  general  concept  of  the  need  for  expanded  student 
health  care  at  ASU.  However,  we  are  not  in  a position 
at  this  time  to  evaluate  the  specific  items  that  are  pro- 
posed and  therefore,  the  matter  is  referred  to  the 
Professional  Committee  for  study  and  recommendation. 
Medical  Practice  Act 

Mr.  Boykin  related  a current  problem  of  certain  osteo- 
paths who  have  taken  M.D.  internships  and/or  residen- 
cies and  as  a result  thereof,  experiencing  difficulty  in 
obtaining  D.O.  licenses  in  Arizona.  He  suggested  that 
efforts  might  be  made  to  change  the  Medical  Practice 
Act  to  make  it  possible  for  D.O.s  who  find  themselves 
in  this  position  to  be  licensed  as  M.D.s. 

It  was  moved  and  carried  that  the  general  concept 
be  approved  in  principle  and  that  further  work  be  done 
to  explore  the  possibilities  of  accomplishing  such  a goal. 

Meeting  adjourned  12:48  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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OCCUPATIONAL  HEALTH  COMMITTEE 

The  meeting  of  the  Occupational  Health  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  at  810 
West  Bethany  Home  Road,  Phoenix,  Arizona,  December 
4,  1971,  convened  at  1:37  p.m.,  Joseph  M.  Hughes, 
M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  July  10,  1971,  were 
approved  as  distributed. 

PEER  REVIEW  PROCEDURE 

Dr.  Hughes  reviewed  ArMA’s  previous  offer  to  pro- 
vide a peer  review  mechanism  to  ICA  carriers.  He  noted 
that  procedural  matters  had  not  been  agreed  upon. 

It  was  agreed  that  those  carriers  wishing  to  use  this 
mechanism  should  advise  the  ICA  requesting  peer  review 
of  specific  cases.  ICA  would  review  the  request  with  an 
eye  to  resolving  the  matter  at  the  ICA  level  whenever 
possible.  Those  cases  not  resolved  at  the  ICA  level 
would  be  forwarded  to  the  Arizona  Medical  Association 
for  consideration.  The  Arizona  Medical  Association 
would  advise  the  originating  carrier  and  the  Industrial 
Commission  of  Arizona  of  the  results  of  their  delibera- 
tions. 

The  question  of  documentation  of  cases  and  general 
guidelines  were  discussed  but  was  agreed  that  specifics 
on  these  aspects  should  be  developed  to  meet  the  needs 
after  a number  of  cases  have  been  presented. 

OCCUPATIONAL  SAFETY  & HEALTH 
ACT  OF  1970 

Dr.  Hughs  reviewed  portions  of  subject  federal  act 
for  the  general  information  of  the  committee.  He  also 
reviewed,  with  comment  from  Mr.  Thoeny,  a preliminary 
draft  of  a proposed  Arizona  Occupational  Safety  and 
Health  Act  of  1972  — Received  for  information. 

SOUTHWEST  RECOVERY  CENTER 

Dr.  Ryan  reviewed  the  proposed  Southwest  Recovery 
Center  as  outlined  below: 

Purpose 

To  make  available  to  insurance  carriers  and  physicians 
a means  of  providing  an  early  comprehensive  evaluation 
of  the  whole  person  who  has  incurred  an  injury  or  ill- 
ness which  has  the  potential  of  prolonged  disability. 

Location  and  Space 

Centrally  located  in  Phoenix  with  office  space  of  ap- 
proximately 1,000  square  feet  initially,  comprising  a re- 
ception area,  coordinator’s  office,  one  large  conference 
room,  and  one  or  two  small  consultation-examining 
rooms. 

Staff 

Center  Coordinator 

Secretary-Receptionist 

Funding 

Initial  pre-opening  and  first  year  office  operating 
budget  (exclusive  of  consultation  fees)  costs  of  approx- 
imately $30,000  to  $50,000  by  co-op  fund  of  insurance 
carriers.  These  figures  do  not  include  fees  of  consultants 
participating  in  evaluation  and  examinations. 


Operating  office  budget  and  staffing  for  second  and 
subsequent  years  will  be  derived  from  fees  for  the  serv- 
ices rendered  to  clients. 

Sources  of  Referrals 

All  insurance  carriers  and/or  physicians. 

Type  cases  referred  would  be  mainly  those  in  which 
a potentially  prolonged  disability  is  likely  either  from: 

1.  Direct  magnitude  of  the  injuries  incurred  or 

2.  Psychological,  sociological  and  other  factors 
which  potentiate  a long  disability. 

Cases  would  be  referred  either: 

1.  Immediately  after  injury. 

2.  As  soon  as  the  physician  and/or  insurance  car- 
rier recognizes  the  possibility  of  a prolonged 
disability. 

Procedure 

(Note:  Outline  is  tentative,  subject  to  changes  based 
on  suggestions  and  recommendations  of  interested  par- 
ties.) 

Upon  referral  to  the  Center,  a client  will  undergo  a 
detailed  intake  history  which  would  include  medical  as 
well  as  sociological  details.  Simultaneously  or  subse- 
quently, a psychological  appraisal  would  be  made  by  a 
psychological  social  worker  or  a psychologist  by  inter- 
viewing the  client  and  his  family.  Coordinator  would 
then  review  the  case  with  the  primary  treating  physi- 
cian and/or  the  referring  Agency,  and  plan  a program 
of  total  evaluation  of  the  case  by  all  needed  specialists. 

Whenever  possible,  a group  consultation  will  be  held 
with  ALL  consultants  that  are  indicated,  with  the  pa- 
tient (and  possibly  his  family)  being  present  at  the 
consultation.  The  intake  history  will  have  been  previ- 
ously mailed  to  all  consultants  in  order  that  they  can 
review  the  case  and  request  any  additional  studies 
which  might  be  needed  for  the  total  assessment  of  the 
case.  The  history  and  available  data  will  then  be  re- 
viewed and  discussed  by  the  group.  This  will  enable 
the  eliciting  from  the  patient  of  any  desired  additional 
information  by  each  consultant  — and  thereby  make 
immediately  known  to  all  persons  present  such  addi- 
tional exploratory  information  which  might  be  needed 
for  the  total  evaluation  of  the  problem.  Similarly,  any 
additional  physical  examination  procedures  which  might 
be  of  value  for  the  total  evaluation  of  the  case  can  be 
performed  by  any  or  all  of  the  consultants  at  that  time 
and  the  results  similarly  made  immediately  available 
to  the  group. 

After  all  of  the  information  has  been  compiled,  the 
claimant  would  be  excused  from  the  group  and  a sum- 
mary evaluation  of  the  case  would  be  made. 

Upon  completion  of  the  group  consultation,  and  if 
practical  and  feasible,  the  claimant  will  have  an  im- 
mediate verbal  report  by  the  Coordinator  outlining  for 
that  patient  the  recommendations  of  the  group.  The 
claimant  will  also  be  advised  at  that  time  of  the  recom- 
mendations of  the  group  regarding  any  needed  subse- 
quent evaluation  of  his  condition. 


70  JANUARY  1972  • XXIX  • 1 


Reports  of  the  group  consultation  will  be  forwarded 
to  all  participants. 

General  Information 

The  selection  of  physicians  for  the  group  consultation 
will  be  flexible  and  will  seek  competent  men  experienced 
in  disability  evaluation. 

Both  Osteopathic  and  Allopathic  cases  will  be  handled 
by  this  program. 

Where  indicated,  a representative  of  the  insurance 
carrier  could  be  present  during  the  group  consultation. 

It  was  indicated  that  the  ICA  had  made  some  over- 
tures to  the  various  carriers  to  determine  their  interest 
in  the  project.  Dr.  Ryan  related  several  conversations 
with  carriers  indicating  interest. 

It  was  agreed  that  staff  should  attempt  to  obtain  the 
results  of  the  ICA  survey.  That  should  the  tenor  of  the 
responses  be  favorable,  direct  contact  should  be  made 
with  the  carriers  to  obtain  firm  commitments  to  financ- 
ing of  such  a project. 

It  was  generally  agreed  that  the  Southwest  Recovery 
Center  should  be  a function  of  ArMA  and  not  an  entity 
of  ICA. 

ONE  DAY  HERNIORRHAPHY 

Dr.  Ryan  reported  on  the  development  of  the  subject 
procedure  as  developed  by  a Dr.  Beilis  of  Long  Beach, 
California. 

It  was  moved  and  carried  that  the  literature  regard- 
ing this  matter  be  referred  to  Dr.  Leonard  with  a re- 
quest that  he  obtain  an  opinion  from  the  appropriate 
surgical  groups  as  to  its  efficacy. 

INDUSTRIAL  ASPECTS  OF 
MYOCARDIAL  INFARCTION 

Dr.  Hughes  introduced  the  subject  matter  for  discus- 
sion as  it  relates  to  how  such  infarction  can  be  deter- 
mined to  be  employment  related.  Dr.  Edwards  com- 
mented on  some  of  the  many  problems  that  arise  in 
making  such  a determination.  — No  action. 

COMMUNICATIONS 

ICA  Letter  8/20/71 

Dr.  Kley’s  letter  relating  to  the  President’s  freeze 
was  reviewed.  Mr.  Thoeny  indicated  that  the  ICA  had 
approved  the  Association’s  request  for  fee  adjustment, 
with  some  exceptions,  but  that  the  freeze  has  stopped 
any  action  until  an  interpretation  from  IRS  can  be 
obtained. 

Mrs.  Estelline  Greer  Letter  8/10/71 

Mrs.  Greer’s  letter  which  was  in  response  to  ArMA’s 
letter  of  8/2/71  was  received  for  information. 

Meeting  adjourned  3:31  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 
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Cloud,  M.  D.,  Chairman  (Phoenix);  William  N.  Chloupek, 
M.D.  (Phoenix);  Jack  M.  Layton,  M.D.  (Tucson);  R.  Lee 
Foster,  M.D.,  (Phoenix);  William  C.  Scott,  M.D.  (Phoenix); 
Cecil  C.  Vaughn,  Jr.  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 
M.D.,  Chairman  (Chandler);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Harold  N.  Gordon,  M.D.  (Phoenix);  John  P.  Heile- 
man.  M.D.  (Phoenix);  Artell  Johnson,  M.D.  (Phoenix);  Louis 
C.  Kossuth,  M.D.  (Phoenix);  Alan  I.  Levenson,  M.D.  (Tuc- 
son); John  G.  Lingenfelter,  M.D.  (Kingman);  Dermont  W. 
Melick,  M.D.  (Tucson);  Patrick  P.  Moraca,  M.D.  (Phoenix); 
Dwight  H.  Porter,  Jr.,  M.D.  (Phoenix);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Marvin  C.  Schneider  M.D.  (Phoenix);  Sam- 
uel A.  Smith,  M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Cool- 
idge). 

GRIEVANCE  COMMITTEE:  Fred  H.  Landeen,  M.D.,  Chairman 
(Tucson);  Walter  Brazie,  M.D.  (Kingman);  Richard  E.  H. 
Duisberg,  M.D.  (Phoenix);  Norman  D.  Dudley,  M.D.  (Flag- 
staff); Keith  H.  Harris  M.D.  (Phoenix);  Carolyn  Gerster, 
M.D.  (Scottsdale);  William  W.  McKinley,  M.D.  (Bisbee); 
Albert  J.  Ochsner,  II,  M.D.  (Yuma);  Roland  F.  Schoen, 
M.D.  (Casa  Grande). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 
W.  Kennedy,  M.D.  (Phoenix);  Harold  W.  Kohl,  Sr..  M.D. 
(Tucson);  Abe  I.  Podolsky.  M.D.  (Yuma);  Roland  F.  Schoen, 
M.D.  (Casa  Grande);  Jay  L.  Sitterley,  M.D.  (Flagstaff);  Mac- 
Donald Wood,  M.D.  (Phoenix). 


LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn,  M.D.,  Chair- 
man (Tempe);  Chester  G.  Bennett,  M.D.  (Phoenix);  Carlos 
C.  Craig.  M.D.  (Phoenix);  Richard  Bruner.  M.D.  (Phoenix); 
William  E.  Davis,  M.D.  (Tucson);  Kenneth  A.  Dregseth,  M.O. 
(Sierra  Vista);  Donald  F.  Griess  M.D.  (Tucson);  Louis 
Hirsch  M.D.  (Tucson);  John  P.  Holbrook.  M.D.  (Tucson); 
John  F.  Kahle  M.D.  (Flagstaff);  John  K.  Kerr.  M.D.  (Mesa); 
Don  V.  Langston,  M.D.  (Phoenix);  Meyer  Markovitz,  M.D. 
(Phoenix);  William  B.  McGahey,  M.D.  (Scottsdale);  Robert 
J.  Oliver,  M.D.  (Tucson);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wilfred  Potter,  M.D.  (Scottsdale);  James  L.  Scha- 
madan,  M.D.  (Phoenix);  Raymond  Vaaler.  M.D.  (Phoenix); 
Dennis  Weiland,  M.D.  (Phoenix);  W.  Curtis  Wilcox,  M.D. 
Tucson);  Lowell  C.  Wormley,  M.D.  (Phoenix). 

MEDICAL  ECONOMICS  COMMITTEE:  John  H.  Ricker.  M.D. 
Chairman  (Phoenix);  Richard  S.  Armstrong  M.D.  (Tucson); 
Charles  M.  Bergschneider,  M.D.  (Scottsdale);  Harvey  G. 
Brown  M.D.  (Phoenix);  B.  Robert  Burkhardt,  M.D.  (Tuc- 
son); Ian  M.  Chesser.  M.D.  (Tucson);  Charles  F.  Dalton, 
M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  (Phoenix);  Gerold 
Kaplan,  M.D.  (Phoenix);  Roger  Wilcox  (Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Melvin  L.  Cohen,  M.D.  (Phoe- 
nix); Raymond  J.  Jennett,  M.D.  (Phoenix);  Jack  M.  Layton, 
M.D.  (Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  Donald 
F.  Schaller,  M.D.  (Phoenix);  William  F.  Sheeley,  M.D. 
(Phoenix);  David  D.  Smith,  M.D.  (Flagstaff);  Ashton  B. 
Taylor,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Harvey  G.  Brown,  M.D.  (Phoe- 
nix); George  L.  Cannon,  M.D.  (Sun  City);  Allen  I.  Cohen, 
M.D.  (Phoenix);  Sheldon  Davidson,  M.D.  (Phoenix);  Free- 
man P.  Fountain,  M.D.  (Phoenix);  Robert  B.  Leonard,  M.D. 
(Phoenix);  Alfred  F.  Miller,  M.D.  (Phoenix);  Kent  L. 
Pomeroy,  M.D.  (Phoenix);  Florian  P.  Rabe,  M.D.  (Scotts- 
dale); Eugene  J.  Ryan,  M.D.  (Phoenix);  Maier  I.  Tuchler, 
M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Donald  K. 
Buffmire,  M.D.  Chairman  (Phoenix);  Harry  C.  Smith,  M.D. 
(Douglas);  George  H.  Mertz,  M.D.  (Phoenix);  Jack  I.  Mow- 
rey,  M.D.  (McNary);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
John  R.  Schwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner,  M.D., 

Chairman  (Phoenix);  Robert  J.  Antos.  M.D.  (Phoenix);  Rob- 
ert I.  Cutts,  M.D.  (Tucson);  Robert  C.  Evans,  M.D.  (Scotts- 
dale); Robert  S.  Ganelin,  M.D.  (Phoenix);  Rudolf  Kirschner, 
M.D.  (Phoenix);  Harold  W.  Kohl,  Jr.,  M.D.  (Tucson); 
Laurence  M.  Linkner,  M.D.  (Phoenix);  William  G.  Payne, 
M.D.  (Tempe);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson);  Donald 
F.  Schaller,  M.D.  (Phoenix);  Richard  J.  Toll,  M.D.  (Tucson); 
PUBLIC  RELATIONS  COMMITTEE:  John  F.  Kahle,  M.D., 

Chairman  (Flagstaff);  Robert  Brazie,  M.D.  (Scottsdale); 
Donald  E.  Clark,  M.D.  (Tucson);  Don  V.  Langston  M.D. 
(Phoenix);  Richard  T.  McDonald.  M.D.  (Flagstaff);  William 
W.  McKinley,  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tuc- 
son); Morton  Thomas,  M.D.  (Wickenburg);  Jack  H.  Wilson, 
M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  Walter  V. 
Edwards,  Jr.,  M.D.  (Phoenix);  Gerold  Kaplan,  M.D.  (Phoe- 
nix); David  Pent,  M.D.  (Phoenix);  William  B.  McGrath, 
M.D.  (Phoenix);  William  F.  Sheeley,  M.D.  (Phoenix);  David 
C.  H.  Sun,  M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Philip  Levy,  M.D., 
Chairman  (Phoenix);  William  E.  Bishop,  M.D.  (Globe);  W. 
Scott  Chisholm,  Jr.,  M.D.  (Phoenix);  Philip  E.  Dew,  M.D. 
(Tucson);  Milton  S.  Dworin,  M.D.  (Tucson);  Douglas  W. 
Frerichs,  M.D.  (Phoenix);  Vincent  A.  Fulginiti,  M.D.  (Tuc- 
son); T.  Richard  Gregory.  M.D.  (Phoenix);  James  Hurley, 
M.D.  (Phoenix);  Stanley  Karansky,  M.D.  (Phoenix);  Mark 
M.  Kartchner,  M.D.  (Tucson);  Eugene  Leibsohn,  M.D. 
(Phoenix);  Melvin  W.  Phillips,  M.D.  (Prescott);  Wilfred 
M.  Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles,  M.D. 
(Tucson);  William  C.  Scott,  M.D.  (Tucson);  W.  A.  Susong, 
M.D.  (Phoenix);  Luis  Tan,  M.D.  Phoenix);  Gscar  A.  Thorup, 
Jr.,  M.D.  (Tucson);  Harold  D.  Wilkins,  M.D.  (Tucson); 
Joseph  C.  White,  Jr.,  M.D.  (Phoenix);  Donald  Ziehm,  M.D. 
( Phoenix ) . 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1971-72 

APACHE:  James  P.  Allison,  M.D.,  President,  McNary  Hospital, 
McNary  85930;  Jack  I.  Mowrey,  M.D.,  Secretary,  McNary 
Hospital,  McNary  85607. 

COCHISE:  John  Blaisdell,  M.D.,  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler.  M.D.,  President,  1355  N. 
Beaver,  lTlagstaff,  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff,  86001. 

GILA:  Bert  E.  Lambrecht,  M.D.,  President;  Box  777,  Miami 

85539;  Thomas  Jarvis,  M.D.,  Secretary,  703  Ash,  Globe 

85001. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central,  Saf- 

ford  85546;  Dennis  C.  Hess,  M.D.,  503— 5th  Avenue,  Saf- 

ford  85546. 

GREENLEE:  Robert  V.  Horan,  M.D.,  President,  Morenci  Hos- 
pital, Morenei  85540;  Lynn  Hilbun,  M.D.,  Secretary,  Rt.  1, 
Box  314,  Morenci  85540. 

MARICOPA:  Charles  H.  Finney,  M.D.,  President;  Thomas  A. 
Edwards,  M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  John  J.  ^tandifer,  M.D.,  President,  412  East  Oak, 
Kingman  86401;  Raymond  E.  Hammer,  M.D.,  Secretary, 
Loma  Vista  Professional  Arts  Bldg.,  Sycamore  Ave.,  King- 
man  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr.,  M.D.,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Christopher  A.  Guarino,  M.D.,  President;  George  W. 
King,  M.D.  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  John  E.  Oakley,  M.D.,  President,  533  W.  Gurley, 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  R.  Franklyn  Johns,  M.D.,  President,  2244  Ave.  A.,  Yuma 
85364;  H.  D.  Bryan,  M.D.,  Secretary,  Box  4370,  Yuma 
85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1971-72 

PRESIDENT  Mrs.  Charles  E.  Henderson  (Nancy) 

5948  N.  14th  Place,  Phoenix  85015 

PRESIDENT-ELECT  ...  Mrs.  Gharles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix  85013 

1st  VICE  PRESIDENT  Mrs.  Thomas  B.  Jarvis  (Barbara) 

1266  Skyline  Drive  Globe  85501 

2nd  VICE  PRESIDENT  Mrs.  Albert  J.  Ochsner,  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

RECORDING  SECRETARY  Mrs.  Edward  J.  Kollar  (Ann) 

7720  N.  Christie  Dr.,  Tucson  85718 

TREASURER  Mrs.  Robert  E.  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR  1970-72  Mrs.  George  S.  Enfield  (Ro) 

5873  E.  Thomas  Rd.,  Scottsdale  85251 

DIRECTOR  1971-72  Mrs.  J.  Bruce  Tucker  (Laveme) 

Drawer  870,  Sedona  85336 

DIRECTOR  1971-73  Mrs.  Carl  E.  Shrader,  Jr.  (Ginny) 

1615  Aztec,  Flagstaff  86001 

CORRESPONDING  SECY Mrs.  Paul  B.  Jarrett  (Beverley) 

501  East  Pasadena,  Phoenix  85012 

CHAPLAIN  Mrs.  Jack  W.  Seagraves  (June) 

3050  East  San  Miguel,  Phoenix,  85016 

HISTORIAN  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott  86301 

PARLIAMENTARIAN  . . . .Mrs.  W.  Scott  Chisholm,  Jr.  (Jeanne) 
613  East  Vista  Avenue,  Phoenix  85020 

COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  Henry  Poore  (Nina) 

Rt.  2,  Box  980,  Flagstaff  86001 
Gila:  Mrs.  Lawrence  M.  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 

Maricopa:  Mrs.  Clare  W.  Johnson  (Mary  Anne) 

318  West  Lawrence  Road,  Phoenix  85013 
Pima:  Mrs.  Donald  M.  Gleason  (Peggy) 

6001  San  Cristobal  Drive,  Tucson  85715 
Yavapai:  Mrs.  Joseph  B.  McNally  (Suzie) 

Rt.  4,  Williamson  Valley  Rd.,  Prescott  86301 
Yuma:  Mrs.  Albert  J.  Ochsner,  II  (jo) 

630  East  26th  Place,  Yuma  85364 

CHAIRMEN  OF  STANDING  COMMITTEES 
1971-1972 

AMA-ERF Mrs.  William  E.  Bishop  (Marian) 

211  South  Third,  Globe  85001 

BYLAWS  Mrs.  Glyde  W.  Kurtz  (Margaret) 

7015  North  Hillside  Drive,  Paradise  Valley  85253 

COMMUNITY  HEALTH  Mrs.  I.  Allen  Sklar  (Marion) 

1513  East  San  Miguel,  Phoenix  85014 

FINANCE  Mrs.  Raymond  A.  Vaaler  (Ann) 

3624  North  54th  Gourt,  Phoenix  85018 

HAMER  EDUCATION  LOAN  FUND 

Mrs.  Alvin  L.  Swenson  (Vicki) 
5250  Bartlett  Circle.  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jean) 

5826  North  Monte  Vista  Drive,  Scottsdale  85253 

LEGISLATION  Mrs.  Thomas  H.  Taber,  Sr.  (Dorothy) 

1919  East  Rovey,  Phoenix  85016 

MENTAL  HEALTH  Mrs.  Harry  C.  Smith  (Jean) 

2105  8th  Street,  Douglas  85607 

NOMINATING  Mrs.  J.  Bruce  Tucker  (Laverne) 

Drawer  870,  Sedona  85336 

ORGANIZATION  & MEMBERSHIP 

Mrs.  Thomas  B.  Jarvis  (Barbara) 
1266  Skyline  Drive,  Globe  85501 

PROCEDURE  & GUIDELINES.  .Mrs.  Robert  A.  Price  (Dorothy) 
163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Albert  J.  Ochsner,  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

PUBLICATIONS  Mrs.  Fred  W.  Holmes  (Frances) 

4210  N.  15th  Drive,  Phoenix  85015 

REPORTS  Mrs.  Albert  G.  Wagner  (Helen) 

3216  East  Meadowbrook,  Phoenix  85018 

SAFETY-DISASTER  Mrs.  Howard  Holmes 

502  N.  Santa  Cruz,  Eloy  85231 

OTHER  COMMITTEES 

CONVENTION  Mrs.  Ronald  G.  Johnson  (Terry) 

532  West  Northview  Avenue,  Phoenix  85021 

GEMS  Mrs.  Garl  A.  Nau,  Jr.  (Carolyn) 

43  East  State  Avenue  Phoenix  85020 

HOSTESS  Mrs.  George  N.  Motter  (Gini) 

3003  East  San  Miguel  Phoenix  85006 

INTERNATIONAL  HEALTH  Mrs.  James  L.  Grobe  (June) 

136  E.  Desert  Park  Lane,  Phoenix  85022 
MARICOPA  COUNTY  LIAISON  ....Mrs.  Larry  Shaw  (Nancy) 
1917  East  Diamond,  Mesa  85204 

WA-SAMA  LIAISON  Mrs.  John  R.  Hayes  (Shirlee) 

717  West  El  Camino,  Phoenix  85021 
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A LEASE  FOR  ALL  REASONS 


Why  lease? 

Courtesy  has  some  good  reasons: 
leasing  requires  no  investment,  it’s 
more  flexible,  lets  you  enjoy  the  advan- 
tages of  car  ownership  without  the 
disadvantages. 

Courtesy  leases  any  make  or  model, 
plus  a complete  line  of  Chevrolets. 
Everything  from  pick-ups,  to  4-wheel 
drive  vehicles,  or  the  personalized  car 


of  your  choice.  Whether  you’re  headed 
for  the  hills,  need  something  for  busi- 
ness use,  for  the  wife,  or  the  kids, 
Courtesy  has  a convenient,  economical 
lease,  for  all  reasons  . . . 

CoUAt&Uf 

LEASING,  INC. 

1233  East  Camelback  Road  279-3232 


“We  will  not  sacrifice  the  pride, 
excellence,  and  performance 
painstakingly  handcrafted  into 
a Bellanca  airplane  for  the 
short-cuts  of  mass  production.” 
Guiseppe  Bellanca 


Since  the  early  1920’s,  almost  every 
part  of  every  Bellanca  airplane  has  been 
skillfully  handcrafted  for  structural  su- 
periority. Wings  are  fashioned  from 
strong,  flexible  mahogany  and  spruce. 
Fuselages  are  tightly  covered  with 
dimple  resistant  Dacron.  The  Bellanca 
Viking  and  Turbo  Viking  models  cruise 


at  over  200  m.p.h.  And  a Bellanca  air- 
craft has  never  had  an  in-flight  structural 
failure. 

For  further  information  and  an  explanation 
of  our  Bellanca  "Ambassador”  tax  relief  plan, 
please  call  or  write:  Wm.  Hauprich,  Vice  Presi- 
dent, Sales  • Arizona  Bellanca  Company,  4760 
Falcon  Drive,  Falcon  Field,  Mesa,  Arizona  • 
(602)  985-4981  or  266-2725 
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INSURANCE  COMPANY 

GROWING  WITH  THE  ELEVEN  WESTERN  STATES 
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We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

Jaipelback  Hospital 

in  instrument  for  healing ” 5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

SB 

^ SAMARITAN  HEALTH  SERVICE^ 


“My  secret ? 

For  heartburn  I always 
use  ‘ DicarbosiV ” 


Dicarbosil 


ANTACID 

Write  for  Clinical  Samples 


ARCH  LABORATORIES 


319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 


THE 


PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof— Impressive. 

Our  plaques  are  manufactured  locally. 


mi  EAST  HAST  AVENUE- 
SCOTTSDALE,  ARIZONA  85251- 
(602)  945-9336 


\ 


OXYGEN 

• Inhalation  Therapy  and 

• Home  Patient  Care  Equipment 

• 24  hour  service— 7 days  a week 

• Rentals— Sales— Repairs 

• All  setups  by  registered 
therapist 


2503  NORTH  CENTRAL  • PHOENIX,  ARIZONA  • 85004 

263-6571 

< J 
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Medical  Center  9C-£aif  and  Clinical  Xaimatmf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Patkologist 


OVER  ONE 
MILLION  DOLLARS 

Paid  to  Insured  Members  of: 

ARIZONA  MEDICAL  ASSOCIATION 
STATE  BAR  OF  ARIZONA 
ARIZONA  SOCIETY  OF  C.P.A.  s 
ARIZONA  OSTEOPATHIC  ASSOCIATION 

Through  the  officially  sponsored  insurance 
program  of  your  association. 


NATIONAL  CASUALTY 

COMPANY 


of  Detroit,  Michigan 


Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D, 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D.  - 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


- f 


general  psychiatry  and  neurology 
child  psychiatry 
psycho  *****&■« :i 

clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 


955-6200 


NOW,  AVAILABLE  FROM  ArMA 

Owe  insurance  form 

C~for  <z4ll  CZfaims 

HOBBY  HORSE 

RANCH  SCHOOL 

ORDER  YOURS  TODAY  AND  STOP  THE 

A School  For  Exceptional  Children 

CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 
samples  available  on  request 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 

COST:  $1 .50  per  hundred 

and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 

cap. 

To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

The  Hobby  Horse  Ranch  School  is  a branch 

Phoenix,  AZ.  8501  3 

of  Fairview  School  in  Fishkil  1,  New  York  which 

Please  send  me  hundred  approved 

was  established  in  1936. 

insurance  forms  costing  $1 .50  per  hundred. 
Name  

Directors:  Blanche  C.  Lightowler,  B.A. 

Address  

Bill  Me:  □ Payment  Enclosed:  □ 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Future 
Medical  Meetings 


NEWER  CONCEPTS  IN  THE 
DELIVERY  OF  OBSTETRICAL 
AND  PERINATAL  CARE 

February  25,  26,  1972 

Sponsor:  Department  of  Obstetrics  and  Gynecol- 
ogy of  Good  Samaritan  Hospital  in  cooperation 
with  Department  of  Obstetrics  and  Gynecology  of 
St.  Joseph's  Hospital  and  Medical  Center. 

Contact: 

Dr.  Donald  J.  Ziehm,  Symposium  Chairman 
Department  of  Obstetrics  and  Gynecology 
Good  Samaritan  Hosiptal 
P.  O.  Box  2989 
Phoenix,  AZ  85036 


DAY  OF  HEMATOLOGY 

March  10,  1972 
Camelback  Inn 
Scottsdale,  Arizona 

Sponsor:  St.  Joseph's  Hospital  and  Medical  Center, 
Dept,  of  Medicine. 

Contact: 

Jay  W.  Smith,  M.D.,  Chief 
Internal  Medicine 

St.  Joseph's  Hospital  & Medical  Center 
P.  O.  Box  2071 
Phoenix,  AZ  85001 


RECENT  ADVANCES  IN  THE 
CHEMOTHERAPY  OF 
IMMUNOPROPHYLAXIS  AND 
INFECTIOUS  DISEASES 

February  10-12,  1972 
Tucson,  Arizona 
Arizona  Medical  Center 

Sponsor:  University  of  Arizona  College  of  Medi- 
cine, Department  of  Pediatrics,  Medicine,  and 
Microbiology. 

Contact: 

David  Rif  kind,  Ph.D.,  M.D. 

Professor  and  Head 
Department  of  Microbiology 
College  of  Medicine 
University  of  Arizona 
Vincent  Fulginiti,  M.D. 

Professor  and  Head 
Department  of  Pediatrics 
College  of  Medicine 
University  of  Arizona 


8TH  ANNUAL  ARIZONA  CHEST 
SYMPOSIUM 


March  17,  18,  19,  1972 
Ramada  Inn,  Tucson,  Arizona 

Contact: 

W.  Curtis  Wilcox,  M.D. 

Symposium  Chairman 
Tucson  Medical  Center 
P.  O.  Box  6067 
Tucson,  Arizona  85716 


25TH  NATIONAL  CONFERENCE 


THE  TWELFTH  CONGRESS  OF  THE 
PAN-PACIFIC  SURGICAL 
ASSOCIATION 

February  26  to  March  4,  1972 
Hilton  Hawaiian  Village  Hotel 
Honolulu,  Hawaii 

Contact: 

Cesar  B.  DeJesus,  M.D. 

Pan-Pacific  Surigcal  Association 
236  Alexander  Young  Building 
Honolulu,  Hawaii  96813 


March  16-17,  1972 
St.  Francis  Hotel 
San  Francisco,  California 

Sponsor:  Council  on  Rural  Health,  American  Medi- 
cal Association. 

Contact: 

Bond  L.  Bible,  Ph.D. 

American  Medical  Association 
535  N.  Dearborn  St. 

Chicago,  Illinois  60610 

Approved  for  1 1 Elective  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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VECTORCARDIOGRAPHY -A 
WORKSHOP 


April  5-7,  1972 

Mountain  Shadows  Resort  Hotel 
Phoenix,  Arizona 

Sponsor:  The  American  College  of  Cardiology 
and  Institute  for  Cardiovascular  Diseases,  Good 
Samaritan  Hospital,  Alberto  Benchimol,  M.D.,  Di- 
rector. 


Contact: 

Miss  Mary  Anne  Mclnerny,  Director 
Dept,  of  Continuing  Education  Programs 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda,  Maryland  20014 


OTOLOGIC  SEMINARS 

Monthly  — See  schedule  published 
November  issue  of 
Arizona  Medicine 

Sponsor:  Arizona  Society  of  Otolaryngology 

Contact: 

R.  D.  Zonis,  M.D. 

7301  4th  Street 
Scottsdale,  Arizona 


BASH  BENEFIT 
AMA-ERF  SILENT  AUCTION 

Happiness  is  different  things  to  different  peo- 
ple — helping  others,  gorgeous  weather,  a tax  de- 
duction, being  involved,  getting  the  closets 
cleaned  out,  and  being  with  friends. 

Happiness  is  getting  it  all  together,  and  you 
can  do  this  by  donating  things  for  our  Auction 
at  the  state  convention.  For  this  bash  benefit 
we  need  such  things  as  art  nouveau  objects,  cer- 
amics, antiques,  handcrafted  items,  and  that 
thing  Auntie  gave  you  and  you  still  don’t  know 
what  its  for  — it’s  exactly  what  I’ve  been  hunting 
for  ten  years.  When  you  are  creating  for  the 
hobby  show,  really  get  with  it  and  make  an  ex- 
tra for  the  auction. 

Your  donations  can  be  brought  to  the  Arizona 
Medical  Association’s  offices  any  Thursday 
morning  when  Auxiliary  members  are  there  for 
craft  classes. 

You  will  be  hearing  more  about  this  later. 
Meanwhile,  save  your  ritzy  rummage,  for  the 
1972  Bash  Benefit  to  be  held  during  the  Annual 
Meeting  in  April. 


Approved  for  10  Required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education 
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Classified 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


FOR  SALE 

Two  acres  of  land  on  Highway  60  on  edge  of 
town  and  farming  community  where  you  can 
breathe  the  air  and  drink  the  water.  Building 
could  easily  be  adapted  into  doctor's  offices  as 
there  is  no  physician  within  60  miles.  Reason- 
able terms.  Write:  Welcom  Motel,  P.  O.  Box 
285,  Salome,  Arizona. 


GENERAL  PSYCHIATRIST 

Available  July  1972.  Have  completed  three 
years  of  General  Psychiatry  and  two  years  of 
Child  Psychiatry  Fellowship.  E.C.F.M.G.,  bilin- 
gual, U.S.A.  citizenship,  Vermont  license,  seek- 
ing position  in  Mental  Health  Center.  Contact: 
Felix  A.  Costa,  M.D.,  109  Azalea  Circle-Cayce, 
South  Carolina  29033. 


NEED  MORE  OFFICE  SPACE? 

Inexpensive  Storage  Is  Available  For: 
Furniture  Office  Records 

Machines  Personal  Items 

1 00  Square  Foot  Garages 
Monthly  $1 5.50  1/2  Yearly  $82.00 

You  have  the  utmost  in  security.  A guard  is 
on  duty  during  the  day  to  assist  patrons.  In 
the  evening  the  premises  are  locked  and 
patrolled.  Multiple  sizes  and  open  space  stor- 
age available. 

Facilities  Open  Daily  9 to  6 

STORAGE  GARAGE  RENTALS 

3611  N.  36th  Ave. 

Phoenix,  Arizona 
272-2978 


PINEWOOD 
SUMMER  HOME 

Ideal  for  medical  associates.  Builders  own 
home.  Four  bedroom,  two  bath.  Huge  Living 
Room-Dining  Room  with  large  two-story  high 
fireplace.  Kitchen  fully  equipped  with  self- 
cleaning oven,  dishwasher,  etc.  Completely 
winterized  for  year-round  enjoyment.  Fully  car- 
peted and  furnished.  Sleeps  fourteen.  Situated 
on  heavily  wooded  one-third  acre  on  street  of 
beautiful  homes  — just  a five  minute  walk  to 
the  club  house,  golf  course  and  tennis  courts. 
For  further  information,  call  Paul  Staman, 
264-9326. 
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Pharmacy  Directory 


Medical  Transcription 
Why  For  Physicians  and 

FAIRMONT  PHARMACY 

Hospitals 

AN  INDEPENDENT 

WITH 

MULLEN  MEDICAL  SERVICE 

CHAIN  STORE  PRICES 

4445  North  36th  Street 
Phoenix,  Arizona  85018 

3231  East  McDowell  Road,  Phoenix,  Arizona 

Telephone  (602)  955-0763 

BRidge  5-5719  Free  Delivery 

DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


*ScottsJa!e  call 
Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DANNY  T.  SEIVERT 

INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 
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wedding  belle 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
Its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Betg.  21:674-680  (Sept. -Oct.)  1958. 


t- : 

■ 

Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  If  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


Sally's  back  in  sew  biz ! 
After  an  arthritic  flare-up. 

Next  time...  Butazolidin*  alka  Geigy 

Each  capsule  contains: 

1 00  mg.  phenylbutazone  USP 
1 00  mg  dried  aluminum  hydroxide  gel  USP 
1 50  mg  magnesium  trisilicate  USP 

If  it  doesn't  work  in  a week,  forget  it. 


Important  Note:  This  drug  is  not  a simple  analgesic  Do 
not  administer  casually  Carefully  evaluate  patients  be- 
fore starting  treatment  and  keep  them  under  close  su- 
pervision Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc  ) before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  who  cannot  be  observed  fre- 
quently. Warn  patients  not  to  exceed  recommended 
dosage  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions, significant  weight  gain  or  edema  A one-week 
trial  period  is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less:  senile  pa- 
tients: history  or  symptoms  of  G I inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia: history  or  presence  of  drug  allergy:  blood 
dyscrasias:  renal,  hepatic  or  cardiac  dysfunction:  hy- 
pertension, thyroid  disease:  systemic  edema: 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug:  polymyalgia  rheumatica  and  temporal  arteritis: 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy 
Warnings:  Age,  weight,  dosage,  duration  of  therapy,  ex- 
istence of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug.  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  ir,  cord  blood 
and  breast  milk  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I tract  has  occurred. 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid)  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  an  kies  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage.  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug. 
Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions:  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc.  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia,  gastritis, 
epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis). exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 


necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheuma- 
tica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo. 


coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1  46-070-G 

Serious  side  effects  do  occur.  Select  patients  care- 
fully (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions,  warn- 
ings, contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information. 

o> 

Tj- 

GEIGY  Pharmaceuticals  $ 

Division  of  CIBA-GEIGY  Corporation  “ 

Ardsley,  New  York  1 0502  m 


Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation,  and  malodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she'd  still  be  happy. 
MM  But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  for  a period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostacin  cream 

TRADEMARK 

(chlordantoin  1%  and  benzalkonium  chloride  0.05% ) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 


©OPC  1971 


SOMETHING 

BETTER 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


The 


TRAVELERS  Insurance  Comps 

HARTFORD.  CONNECTICUT 
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Bn  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 
of  syphilis. 

®1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask 
delay  the  symptoms  of  incubating  syphilis.  Patients  should 
carefully  examined  and  monthly  serological  follow-up  for 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphil 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  \ 
atopic  individuals.  Clinical  effectiveness  should  be  monitorec 
detect  evidence  of  development  of  resistance  of  N.gonorrhoe 

Adverse  reactions:  The  following  reactions  were  obser 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  : 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  nor 
human  volunteers,  the  following  were  noted:  a decrease  in  herj 


IrobPcsn 

sterile  spectinomycin  dihydrochloride 
penta  hydrate,  Upjohn 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

SJo  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 


Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M  I C.  75-20  mcg/ml) 

\ single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

dote:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
De  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
Hypersensitive  to  it. 

Data  compiled  from  reports  of  14  investigators.  ^Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Vlartin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment  in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
ollow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
ailures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  JA72 1848-6 


jlobin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
ine  phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
tudies  in  normal  volunteers,  a reduction  in  urine  output  was 
loted.  Extensive  renal  function  studies  demonstrated  no  con- 
istent  changes  indicative  of  renal  toxicity. 

)osage  and  administration:  Keep  at  25°C  and  use  within 
14  hours  after  reconstitution  with  diluent. 

dale  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
jonorrheal  proctitis  and  patients  being  re-treated  after  failure 
)f  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
'alent,  initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
^referred. 

emale  — single  4 gram  dose  (10  ml)  intramuscularly. 

■low  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Medi-scan  Q&  A 


In  G.I.  disorders 


when  nutritional  supplementation 


is  indicated 

BeroccaTtabiets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Information,  a sum- 
mary of  which  follows: 

Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  . 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  per- 
nicious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B,2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical 
need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


ST.  JOSEPH'S  HOSPITAL 
1ST  ANNUAL  DAY  OF  MEDICINE 

DAY  OF  HEMATOLOGY 

March  10,  1972 
Camelback  Inn 
Scottsdale,  Arizona 

Speakers  and  Topics 
Emil  J.  Freireich 

Professor  of  Medicine;  Assistant  Head  of  De- 
partment of  Developmental  Therapeutics;  Chief 
of  Research  Hematology,  The  University  of 
Texas,  M.  D.  Anderson  Hospital  & Tumor  Insti- 
tute, Houston,  Texas. 

Will  discuss: 

"The  Therapy  of  Acute  Leukemias" 

"White  Cell  Transfusion" 


Carl  V.  Moore 

Busch  Professor  of  Medicine;  Head  of  Depart- 
ment of  Medicine,  Washington  University 
School  of  Medicine;  Physician-in-Chief,  Barnes 
Hospital,  St.  Louis,  Missouri. 

Will  discuss: 

"Iron  Metabolism  and  Related  Anemias" 
"The  Thrombocytopenias" 


Oscar  A.  Thorup,  Jr. 

Professor  of  Medicine;  Head  of  Department  of 
Medicine,  University  of  Arizona  College  of 
Medicine,  Tucson,  Arizona. 

Will  discuss: 

"Disseminated  Intravascular  Coagulation" 
"Plasma  Cell  Dyscrasias" 


Maxwell  A.  Wintrobe 

Distinguished  Professor  of  Internal  Medicine, 
University  of  Utah  School  of  Medicine,  Sale 
Lake  City,  Utah. 

Will  discuss: 

"Megaloblastic  Anemias" 

"The  Polycythemias" 

This  program  is  approved  for  six  required  hours 
toward  the  Arizona  Medical  Association's  Certifi- 
cate in  Continuing  Medical  Education. 

Further  information  and  registration  forms  may 
be  obtained  from  Jay  M.  Smith,  M.D.,  St.  Joseph's 
Hospital  & Medical  Center,  350  West  Thomas  Rd., 
Phoenix,  Arizona  85013. 


Still  serving... 

Miifrowrf 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS 
Cranbury,  N.J.  08512  ^ 


clii 
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if  sKin  is  infected, 
or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient- 


% broad  antibacterial  activity  against 
susceptible  skin  invaders 
"8?  low  allergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporin’  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\anishing  Cream  Base 

NeosporinrG  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  . 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  f 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25%  . 
methyl paraben  as  preservative. 

In  tubes  of  15  g.  4 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  ini: 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses.  ;| 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may '. . 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  prtlrfd. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who T 
have  shown  hypersensitivity  to  any  of  the  components. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


\ LEASE  FOR  ALL  REASONS 


Why  lease? 

Courtesy  has  some  good  reasons: 
leasing  requires  no  investment,  it’s 
more  flexible,  lets  you  enjoy  the  advan- 
tages of  car  ownership  without  the 
disadvantages. 

Courtesy  leases  any  make  or  model, 
plus  a complete  line  of  Chevrolets. 
Everything  from  pick-ups,  to  4-wheel 
drive  vehicles,  or  the  personalized  car 


of  your  choice.  Whether  you’re  headed 
for  the  hills,  need  something  for  busi- 
ness use,  for  the  wife,  or  the  kids, 
Courtesy  has  a convenient,  economical 
lease,  for  all  reasons  . . . 

CoUAt&Uf 

LEASING,  INC. 

1233  East  Camelback  Road  279-3232 


t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4) 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  onl; 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gt\pose 


d(e  Smooth 


RpM. 


...to  tfiyroid replacement  therapy 


VTIENTS  CAN  BE 
JCCESSFULLY 
AINTAINED  ON  A 
RUG  CONTAINING 
HYROXINE  ALONE. 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


yroxine  (T4)  is,  as  you  know, 

3 major  circulating  hormone 
xluced  by  the  thyroid  gland, 
is  also  produced,  in  smaller 
lounts,  and  is  active  at  the 
llular  level.  For  years  it  has  been 
working  hypothesis  among 
docrinologists  that  T4  is 
nverted  by  the  body  to  T3.  In 
70  this  process,  called 
eiodination,”  was  demonstrated 
Braverman,  Ingbar,  and  Sterling2, 
does  convert  to  T3,  though  the 
seise  quantities  are  still  being 
Jdied. 

The  conversion  has  been 
nically  demonstrated  during  the 
ministration  of  T4  to  athyrotic 
tients.  Their  thyroid  status  is 
rmalized  on  SYNTHROID  alone, 
t the  presence  of  T3  in  these 
tients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Synthroisr 

sodium  levolhyroxine) 


HE  FACTS  ARE 


LEAR  AND  HERE 

0 OUR  OFFER. 

\CTS: 

mthetic  thyroid  drugs  are  an 
iprovement  over  animal  gland 
oducts.  Patients,  even  athyrotic 
les,  can  be  completely 
aintained  on  SYNTHROID  (T4) 
jone.  Thyroid  function  tests  are 

1 isy  to  interpret  since  they  are 
i edictably  elevated  when  the 
itient  adheres  to  SYNTHROID. 

If  all  synthetic  thyroid  drugs, 
YNTHROID  is  the  most 

'ionnmiral  tn  thp>  natient 


OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 


Address 


City  State  Zip  | 




Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothy.  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired. The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds's  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  Heart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PB1  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 


aWe  will  not  sacrifice  the  pride, 
excellence,  and  performance 


painstakingly  handcrafted  into 
a Bellanca  airplane  for  the 


Since  the  early  1920’s,  almost  every 
part  of  every  Bellanca  airplane  has  been 
skillfully  handcrafted  for  structural  su- 
periority. Wings  are  fashioned  from 
strong,  flexible  mahogany  and  spruce. 
Fuselages  are  tightly  covered  with 
dimple  resistant  Dacron.  The  Bellanca 
Viking  and  Turbo  Viking  models  cruise 


at  over  200  m.p.h.  And  a Bellanca  air- 
craft has  never  had  an  in-flight  structural 
failure. 

For  further  information  and  an  explanation 
of  our  Bellanca  “Ambassador”  tax  relief  plan, 
please  call  or  write:  Wm.  Hauprich,  Vice  Presi- 
dent, Sales  • Arizona  Bellanca  Company,  4760 
Falcon  Drive,  Falcon  Field,  Mesa,  Arizona  • 
(602)  985-4981  or  266-2725 
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INTRODUCING 

>Melhx>l-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  Meltrol-100™ 

(100  mg.  timed-disintegration  capsules) 

Meltrol-25™(25  mg.  tablets) 

/ FROM 
/ THE  NEVV 

USV  PHARMACEUTICAL  CORP.,Tuckahoe,N.Y.  10707  / (us?) 


When  irritable  colon  feels  like  this 


. .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED' 
provides  more  complete  relief: 


□ belladonna  alkaloids— for  the  hyperactive  bowel 

D simethicone— for  accompanying  distension  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL 


INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


pring  peeper  (tree  frog,  Hyla  crucifer ): 
his  small  amphibian  can  expand 
ts  throat  membrane  with  air  until  it  is 
wice  the  size  of  its  head. 


IF  MORE  MIN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


Big  boys  don’t  cry.  If  more  men  crie 
maybe  fewer  would  wind  up  with  duoden 
ulcers.  But  men  will  be  men— the  sum  total  < 

their  genes  and  what  tht 
are  taught.  Schottstaei 
observes  that  when 
mother  admonishes  h< 
son  who  has  hurt  himse 
that  big  boys  don’t  cry,  si 
is  teaching  hi 
stoicism.4  Crying  is  tl 
negation  of  everythir 
society  thinks  of  as  man! 
A boy  starts  defending  h 
manhood  at  an  early  ag 


Take  away  stres 
you  can  take  away  symptom 

There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulce 
Alvarez5  observes  that  many  a man  with  a 
ulcer  loses  his  symptoms  the  day  he  shuts  rj 
the  office  and  starts  out  on  a vacation.  Tl 
problem  is,  the  type  of  man  likely  to  have  a 
ulcer  is  the  type  least  likely  to  take  lor; 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  c 
Librax.®  For  most  patients,  the  rest  cure 
as  unrealistic  as  it  is  desirable.  Still,  tl 
stress  factor  must  be  dealt  with.  And  hei 
is  where  the  dual  action  of  adjunctive  Libra 
can  help.  Librax  is  the  only  drug  that  cor 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  IVj 
et  al.  (eds.) : Harrison's  Principles  of  Internal  Medicine,  ei 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  144 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolf 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaec: 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practu 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  If 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W. 
Saunders  Company,  1951,  p.  384. 


bines  the  antianxiety 
action  of  Librium® 
(chlordiazepoxide  HC1) 
with  the  dependable 
antisecretory/ 
antispasmodic  _ 
action  of 
^uarzan®  (clidinium  Br) 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
|hy  per  secretion. 

| 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
pope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax:  Rx  #60  1 cap.  ax.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi 
ness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
t adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

<«> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J,  07110 


Irritability 


Aggression 


Cerebral  vascular  disease 
wears  many  deceptive  faces. 


Forgetfulness 


Withdrawal 


The  personality  changes  of  cerebral 
vascular  disease  often  masquerade  as 
behavioral  disorders— particularly  in 
the  elderly. 

Tranquilizer  therapy  — 
another  mask 

Treating  the  behavioral  disturbances 
of  cerebrovascular  insufficiency  with 
tranquilizers  may  quiet  the  patient  and 
thereby  mask  the  symptoms  — but  it  does 
not  approach  the  fundamental  problem. 

Cerespan  (papaverine  HCI)  — 
a better  answer  than 
a tranquilizer 
in  cerebrovascular  spasm 

Cerespan  treats  the  basic  problem. 

Provides  direct  vasodilating  action  on 
responsive  blood  vessels  to  help  in- 
crease cerebral  blood  flow  and 
decrease  cerebral  vascular  resistance. 

So,  when  you  are  confronted  with 
aggression,  excitability,  irritability, 
confusion,  memory  impairment,  and 
certain  other  behavioral  problems  in 
older  patients,  cerebral  vascular 
insufficiency  due  to  vasospasm  may 
be  your  diagnosis.  A diagnosis  that 
calls  for  Cerespan. 


Untidiness 


Cerespan  — convenient 
q.12h.  dosage 

Papaverine  for  effectiveness.  Micro- 
dialysis for  sustained  release  of  medi- 
cation day  and  night.  Simple  dosage. 
Sustained  protection. 


Sobbing 


A better  answer  than 
a tranquilizer  in 
cerebrovascular  spasm 


BRIEF  SUMMARY 

Each  Cerespan  capsule  contains  papaverine 
HCI  150  mg.  in  micro-dialysis  cells. 

Indications  and  Dosage:  For  relief  of  cerebral 
and  peripheral  ischemia  associated  with 
arterial  spasm,  1 capsule  q 12  h 
Precautions:  Use  with  caution  in  glaucoma. 
Discontinue  drug  if  hepatic  hypersensitivity 
with  gastrointestinal  symptoms,  jaundice, 
eosinophilia  and  altered  liver  function  tests 
occur. 

Adverse  Reactions:  Anorexia,  nausea,  ab- 
dominal distress,  constipation  or  diarrhea, 
skin  rash,  malaise,  drowsiness,  vertigo,  sweat- 
ing and  headache. 

Supplied:  Bottles  of  100  and  1,000:  drum  of 
5,000;  single-dose  blister  pack,  boxes  of  500. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

€You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


fepanil  Ten- 

(continuous  release  form) 

(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning;  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
in9  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
ln  re«°tively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  I(  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  Is  not 
recommended.  1.3325  (2876) 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -Merrell  Inc. 

Cincinnati,  Ohio  45215 


MMerrelM 


Painful 
night  leg 
cramps... 


unwdcome  bedfellow 
for  any  patient- 
including  those  with  arthritis, 

diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


\ MERR 

Merrell  ) Divisi 

-S  Cinci 

Quinamm 

Iguinine  sulfate  260  mg.,  aminophylline  195  mq.) 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  rag.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i-ssoetsosoi 

Merrell  J Division  of  Richardson-Merrell  Inc. 

nnati,  Ohio  45215  Trademark.-  Quinamm 


Specific  therapy  for  night  leg  cramps. 


cHabla  espanol? 


If  not,  the  new  Rocom 
Health  History  Questionnaire 
asks  questions  in  Spanish... 


provides 
answers  in 
English 


j.Se  lc  hinchan  las  coyunturas? 


10. 

11. 

12. 

13. 

14. 

1 15' 

16. 

17. 

18. 
jl9. 
20. 
21. 
22. 

23. 

24. 

25. 

26. 
27 
28. 

29. 

30. 

31. 


^Sangra  por  largo  tiempo  cuando  se  hace  una  pequena  cortadura? 
;Se  lastima  facilmente  formando  un  cardenal  o morete? 


^,Se  ha  desmayado  o se  ha  sentido  como  que  se  va 


^Ha  tenido  alguna  vez  convulciones? 


1. 

Sl_* 

No 

2. 

SI 

No_* 

3. 

Si_* 

No 

4. 

SI 

No  X 

5. 

SI 

No  J? 

6. 

SI 

No  * 

7. 

SI 

No_* 

8. 

SI 

No_* 

9. 

SI 

No  * 

10. 

Si 

No_* 

11. 

s.JS 

No 

12. 

SI 

No  * 

13. 

Si 

No.* 

14. 

Si 

No_* 

15. 

Si_* 

No 

^Se  le  hace  diflcil  tomar  decisiones? 16- 

^Se  le  hace  diflcil  concentrar  o recordar? 17. 

iSe  siente  solo  o deprimido? 18. 

^LJora  a menudo? 19. 

/.Diria  usted  que  tiene  una  perspectiva  irremediable? 20. 

^Tiene  dificultad  en  relajar  o reposar? . 21. 

^Tiende  a preocuparse  demasiado? 22. 

t,Le  molestan  o asustan  algunos  suehos  o pensamientos? 23. 

(.Tiende  a ser  timido  o sensitivo? 24. 

^Se  molesta  mucho  cuando  lo  critican? 25. 

^Pierde  el  genio  con  frecuencia? 26. 

^Cosas  pequenas  lo  hacen  molestar? 27. 

^Le  molesta  cualquier  trabajo  o problemas  familiares? 28. 

^Tiene  algun  problema  con  su  vida  sexual? 29. 

<;Ha  considerado  alguna  vez  suicidarse? 30. 

t,Ha  deseado  alguna  vez,  o buscado,  ayuda  psiquiatrica? 31. 


13. 

X 


14. 


15. 

X 


16. 

X 

X 

X 


_x 

X 


X 

X 

X 


MUSCULOSKELETAL 

aching  muscles  or  joints 

swollen  joints 

back  or  shoulder  pains 

painful  feet 

handicapped 

SKIN 

skin  problems 

itching  or  burning  skin 

bleeds  easily 

bruises  easily 

NEUROLOGICAL 

faintness 

numbness 

convulsions 

change  in  handwriting 

trembles 

MOOD 

nervous  with  strangers 

difficulty  making  decisions 

lack  of  concentration  or  memory 

lonely  or  depressed 

cries  often 

hopeless  outlook 

difficulty  relaxing 

worries  a lot 

frightening  dreams  or  thoughts 
shy  or  sensitive 
dislikes  criticism 
loses  temper 
annoyed  by  little  things 
work  or  family  problems 
sexual  difficulties 
considered  suicide 
desired  psychiatric  help 


Copyright  © 1971  Patient  Care  Systems,  Inc.  All  rights  reserved. 


When  your  patient  speaks  little  English  and  your  Spanish  is 
limited  or  nonexistent,  you  need  the  new  Rocom  Health  History 
Questionnaire  (Spanish).* 

The  uniqueness  of  this  new  Rocom  system  lies  in  the  fact 
that  the  questions  are  asked  in  Spanish,  but  you  read  the  answers 
in  English.  The  form  itself  does  the  “translating.” 

You  have  to  see  it  yourself  to  appreciate  the  ease  and 
completeness  of  this  new  history-taking  technique,  which  includes 
129  questions  covering  all  body  systems. 

*Created  and  developed  by  Patient  Care  Systems,  Inc. 

/ Pfirnr\  T"">  \ \ ™ Division  of  Hoffmann-La  Roche  Inc. 

\UUnV  i\V  AA  J 1V1  Box  1 69,  Fairview,  New  Jersey  07022 


For  information  about  the  new  Rocom  Health 
History  Questionnaire  (Spanish)  and  other 
components  in  the  Rocom  Medical  Management 
System,  please  fill  out  the  coupon  and  send  it 
to  us. 

Name 


Specialty 


Address 


City State Zip 

MMS  • 1H 


X-ray  provided  bv  Manhattan  Rve.  Rar  and  Throat  Hosnital 


There  are  many  frustrations  in 
treating  acute  sinusitis. 

Cleocin  manages  most  of  the 

bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 


It's  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 


As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


® ® 150  mg  capsules 

Cleocin  hci 


clindamycin  HCI  hydrate,  Upjohn 


olds,  JR.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
i on  file,  Medical  Research  Department,  The  Upjohn  Company 


© 1971  The  Upjohn  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2  %}  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed, 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci 


QeociriHci 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections- 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 


Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  (3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsu/es-Bottles  of  16's  and  100’s.  75  mg  Capsules— 
Bottles  of  16's  and  100's.  Sensitivity  Disks— 2 |Xg.  Sensitivity  Powder— Vials. 
For  additional  product  information,  see  your  Up/'ohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


ALL  IN  HIS  HEAD:  ALLIN^RNADE*. 


Watery  Eyes 


Nasal 

Congestion 


Drying  Agent — 

(isopropamide, 
as  the  iodide  — 
2.5  mg.) 


Decongestant  - 
(phenylpropanol- 
amine HC1— 50  mg.) 


Sneezing 


Runny  Nose 


Antihistamine 

(chlorpheniramine 
maleate— 8 mg.) 


THE  COLD  THE 
SYMPTOMS  INGREDIENTS 
THAT  HE  NEEDS 
MAKE  HIM  FOR  PROLONGED 
MISERABLE  RELIEF 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with:  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever,”  etc  ). 
Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy.  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Trademark 


Effect  on  PB1  Determination  and  /m  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


mm  SPANSULE 


Each  capsule  contains  8 mg.  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


OW! 

PRICE  CUT 


50% 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


HE  AMPICILUN 
RIVAUVE 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


Mylanta 


Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


^LIQUID/TABLETS 

aluminum  and  magnesium  Hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

k J PHARMACEUTICALS  Pasadena,  Calif.  91109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Same  price  as 
150  -ml.  size* 

Two  dosage 
strengths- 
125  mq./5ml. 
and 

250  mg.  5 ml. 


potassium 

phenoxymethyl 

penicillin 


> 


Additional  information 
available  to  the 
protession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Based  on  Lilly  selling  price  to  wholesalers. 


TRANSVENOUS  REMOVAL  OF  BROKEN  CATHETERS  FROM 
THE  HEART  AND  GREAT  VEINS  WITHOUT  THORACOTOMY 


LESLIE  LEE,  M.D. 


CECIL  C.  VAUGHN,  M.D.  CHARLES  M.  RUCKER,  M.D. 


Transvenous  removal  of  cardiac  foreign  bod- 
ies under  local  anesthesia  is  an  important  tech- 
nical advance  in  this  age  of  frequent  catheteriza- 
tion of  the  major  veins  of  the  neck  as  noted  in 
this  article.  Also,  these  patients  are  already  seri- 
ously, if  not  critically,  ill  and  open  thoracotomy 
might  add  an  unjustifiable  risk.  This  report  is  ex- 
tremely timely  and  important. 


Percutaneous  catheterization  of  large  veins  of 
the  neck  and  thorax  for  central  venous  pressure 
monitoring,  rapid  fluid  administration  and  in- 
travenous hyperalimentation  is  now  commonly 
done  in  most  hospitals.  These  catheters  may  be 
sheared  off  at  the  needle  attachment  with  em- 
bolization of  the  distal  catheter  fragment  to  the 
superior  vena  cava  or  right  heart  chambers. 

There  can  be  little  doubt  that  catheter  em- 
boli should  be  removed  from  the  heart  and  great 
vessels.  The  danger  of  cardiac  perforation,1  bac- 
terial endocarditis,2  thromboembolism3  and  sep- 
ticemia4 are  real.  The  risk  of  open  thoracotomy 
for  removal  is  prohibitive  in  many  of  these  pa- 
tients. Transvenous  removal  of  cardiac  foreign 
bodies  utilizing  a snare  catheter  can  be  done 
under  local  anesthesia  and  is  associated  with 
little  risk.  This  atraumatic  technique  requires 
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only  a commercially  available  catheter,*  fluoro- 
scopy, and  a physician  familiar  with  catheteri- 
zation techniques. 

CASE  REPORT 

F.P.,  a 51-year-old  Pima  Indian  male,  was 
admitted  to  the  Phoenix  Indian  Medical  Center 
on  August  22,  1971,  with  a history  of  increasing 
lethargy,  vomiting  and  fever.  During  the  ten 
days  prior  to  admission  a decreasing  urinary  out- 
put was  noted.  The  patient  had  a past  history  of 
chronic  renal  failure  secondary  to  chronic  pye- 
lonephritis. In  the  recent  past  he  had  been 
treated  for  hypertensive  cardiovascular  disease 
and  congestive  heart  failure. 

Physical  examination  on  admission  revealed 
that  the  patient  was  stuporous  and  dehydrated. 
The  blood  pressure  was  70/50  and  tempera- 
ture 101.8°  F.  Rales  were  heard  in  the  bases 
of  both  lungs.  There  was  a normal  sinus  rhythm. 

Pertinent  laboratory  studies  were  as  follows: 
Hemoglobin  8.8  gm%,  WBC  22,800,  BUN  88%, 
creatinine  15  mg%,  phosphate  8.5,  potassium  4.1, 
sodium  145,  urine  specific  gravity  1.007,  urine 
culture  grew  Klebsiella  organisms. 

Following  admission  percutaneous  catheteri- 
zation of  the  right  subclavian  vein  was  carried 
out  to  monitor  the  central  venous  pressure.  Dur- 
ing this  process  the  catheter  was  severed  at  its 
needle  attachment  and  embolized  into  the  cen- 
tral venous  circulation.  A chest  x-ray  imme- 

<*Cordis  snare  catheter.  Cordis  Corporation,  Miami,  Fla. 
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diately  following  this  showed  the  catheter  to  be 
lodged  in  the  right  internal  jugular  vein  at  the 
thoracic  inlet.  An  incision  was  made  in  the 
lower  neck  in  an  attempt  to  grasp  the  catheter. 
It  could  not  be  palpated.  Subsequent  chest  x-ray 
(Fig.  1)  showed  the  catheter  fragment  extend- 
ing from  the  superior  vena  vaca  and  right  atrium 
into  the  right  ventricle. 

It  was  elected  to  attempt  transvenous  removal 
of  the  catheter  from  the  heart  and  great  veins. 
The  patient  was  obviously  in  no  condition  to 
withstand  thoracotomy  and  removal. 

Accordingly,  on  September  2,  1971,  a cut-down 
was  done  in  the  right  groin  and  the  saphenous 
vein  exposed.  A specially-designed  snare  catheter 
was  then  introduced  via  the  saphenous  vein  and 
using  fluoroscopic  control  with  remote  image 
amplification,  the  cateter  loop  was  advanced  to 
the  area  of  the  superior  end  of  the  catheter 
embolus.  The  broken  catheter  was  snared  with 
the  loop  and  removed.  The  saphenous  vein  was 
ligated.  The  patient  recovered  uneventfully. 

COMMENTS 

Turner  and  Sommers3  ( 1954)  reported  the  first 
case  of  a dislodged  polyethylene  catheter  mi- 
grating to  the  right  atrium.  Massive  thrombus 
formation  around  the  catheter  contributed  to 
their  patient’s  death.  Johnson1  described  a pa- 
tient who  died  following  perforation  of  the  right 
atrium  by  a polyethylene  catheter  and  strongly 
advocated  removal  of  all  cardiac  foreign  bodies. 
The  threat  of  sepsis4  alone  justifies  removal. 

“Conservative”  management  of  patients  with 
catheter  emboli  in  the  heart  and  great  vessels 
cannot  be  endorsed.  Bernhardt5  reported  28  pa- 
tients who  were  not  treated,  17  died.  Taylor6 
reported  that  5 of  7 patients  treated  conserva- 
tively died.  Doering2  described  26  catheter  em- 
boli with  six  fatalities. 

The  first  successful  case  of  removal  of  a cathe- 
ter from  the  heart  was  reported  by  Trusler  and 
Mustard7  in  1958.  A small  incision  in  the  sup- 
erior vena  cava  was  used  to  remove  the  cath- 
eter in  their  patient.  Right  atriotomy  with 
digital  exploration  of  the  contiguous  cavae,  right 
atrium  and  right  ventricle  enables  one  to  find 
and  easily  remove  catheter  foreign  bodies  in 
these  locations.  Fragmented  catheters  migrat- 
ing into  the  peripheral  pulmonary  arterial 
branches  would  usually  require  open  operation 
for  removal. 

A variety  of  techniques  have  been  advocated 


Figure  1. 

Right  lateral  chest  x-ray  shows  the  catheter  fragment  ex- 
tending from  the  superior  vena  cava  into  the  right  ven- 
tricle. Catheter  is  located  in  center  of  cardiac  silhouette. 

for  the  transvenous  removal  of  cardiac  foreign 
bodies  without  thoracotomy.  Smyth4, 8 used  en- 
doscopic forceps  introduced  via  the  jugular  vein 
to  remove  catheters  from  the  right  atrium  and 
left  innominate  vein.  Septicemia  in  their  initial 
patient  subsided  after  the  successful  removal 
of  the  catheter. 

Massumi9  ( 1967 ) described  an  atraumatic 
technique  for  retrieving  broken  catheters  from 
cardiac  cavities  using  a doubled-over  guidewire 
in  a catheter  sleeve.  Ramo10  introduced  a cardiac 
catheter  with  doubled-over  guidewire  (forming 
the  loop)  via  the  saphenous  vein  into  the  infer- 
ior vena  cava  to  retrieve  a severed  transvenous 
pacing  catheter.  Falchuk11  also  used  a snare 
catheter  technique  to  remove  a fragmented  pace- 
maker electrode  from  the  right  heart.  Edelstein12 
used  the  Dormia  ureteric  stonebasket  to  remove 
a polyethylene  catheter  from  the  superior  vena 
cava. 

These  non-surgical  techniques  of  removing 
broken  catheters  from  the  heart  were  acquired 
because  of  the  need  to  avoid  thoracotomy  in 
critically  ill  patients.  With  this  capability,  no 
patient  with  cardiac  catheter  embolus  should 
be  subjected  to  open  operation  without  an  at- 
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tempt  at  removal  by  the  snare  catheter  tech- 
nique. 

A small  saphenous  venotomy  under  local  anes- 
thesia allows  introduction  of  the  catheter  with 
the  loop  almost  closed.  Under  fluoroscopic  con- 
trol with  remote  image  amplification  the  loop 
is  advanced  to  just  above  the  free  end  of  the 
catheter.  The  loop  is  then  enlarged  and  rotated 
so  as  to  engage  the  broken  catheter  tip  (Fig.  2). 
The  snare  is  then  tightened  by  firmly  pulling 
back  on  the  two  free  ends.  The  foreign  body, 
loop  snare  and  catheter  sheath  are  then  re- 
moved simultaneously  (Fig.  3).  Several  passes 
were  required  in  our  patient  before  the  catheter 
was  captured  in  the  loop.  This  problem  resulted 
from  the  parallel  vertical  orientation  of  the  for- 
eign body  and  the  loop.  By  passing  the  loop 
to  the  junction  of  the  left  innominate  vein  and 
superior  vena  cava,  slight  pressure  caused  the 
loop  to  lie  in  a more  transverse  plane  and  facili- 
tated grasping  the  broken  catheter.  The  valsalva 
maneuver  might  elevate  the  free  end  of  the 
catheter  and  facilitate  removal  but  this  was  not 
necessary  in  our  patient. 


Figure  2. 

Diagram  depicting  wire  loop  engaging  free  end  of 
catheter. 


Figure  3. 

Catheter  embolus  is  snared  by  CLOSED  loop.  The  wire 
loop,  catheter  sleeve  and  foreign  body  are  removed 
simultaneously. 


SUMMARY 

Endocardial  pacing  catheters  and  central  ven- 
ous pressure  catheters  may  become  severed  and 
migrate  to  the  right  heart  or  vena  cavae.  The 
danger  of  sepsis,  thromboembolism  or  cardiac 
perforation  are  real  and  justify  removal. 

Transvenous  removal  of  broken  catheters  from 
the  heart  and  great  vessels  can  be  accomplished 
under  local  anesthesia  with  fluoroscopic  control 
using  the  snare  catheter  technique.  Thoracot- 
omy and  atriotomy  should  rarely  be  required. 
ADDENDUM 

Since  the  preparation  of  this  manuscript  an 
additional  patient  presented  with  a fragmented 
catheter  that  had  embolized  to  the  right  ven- 
tricle. Dr.  George  Bandy,  cardiologist,  utilized 
the  described  transvenous  technique  for  the  suc- 
cessful removal  of  the  cardiac  foreign  body. 
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FIVE  YEAR  FOLLOW-UP  STUDY  OF  SIXTY  CASES  OF  INFLAMATORY  DISEASES 
TREATED  WITH  ALTERNATE  DAY  CORTICOSTEROID  THERAPY 


ROBERT  C.  BRIGGS,  JR.,  M.D. 

PHOENIX,  ARIZONA 

It  has  long  been  recognized  that  steroid  hor- 
mones participate  in  the  regulation  of  growth, 
reproduction  and  general  metabolism.  Yet  only 
in  the  last  three  decades  have  we  become  aware 
of  their  role  in  the  interaction  between  host  and 
disease  and  their  ability  to  influence  the  resis- 
tance and  immune  mechanism,  thereby  altering 
the  course  of  many  illnesses.  It  would  appear 
the  corticosteroid  has  its  greatest  influence  over 
disease  states  that  require,  or  whose  course  is 
accompanied  by,  a large  display  of  antibody. 
Disorders  whose  main  characteristic  consists  al- 
most wholly  of  antibody  protein  response  are 
tentatively  listed  as  immune  type  diseases,  and 
those  for  which  there  does  not  appear  to  be  an 
obvious  offending  agent  are  listed  as  auto-im- 
mune diseases.  The  concept  of  auto-immune  dis- 
ease originally  proposed  by  Damshek  and  Bur- 
nett has  been  altered  greatly  by  newer  findings 
and  enlarged  by  addition  of  related  disorders  of 
immunity.  The  purpose  of  this  report  is  to  relate 
the  findings  of  a study  in  which  60  people  who 


had  some  type  of  inflamatory  disease  were  treat- 
ed with  moderate  to  heavy  doses  of  a corticoster- 
oid — Prednisone  — over  a five  year  period 
on  an  alternate  day  basis.  This  is  believed  to  be 
the  first  report  of  its  kind  due  to  the  longevity 
of  the  study  as  well  as  the  numbers  involved. 
The  alternate  day  method  is  employed  in  order 
to  circumvent  the  side  effects  which  accompany 
the  continuous  daily  dose  schedules. 

A report  appeared  in  1963,  by  Doctors  Harter, 
Redd  and  Thorn,  in  which  Dr.  Harter  reviewed 
at  that  time  a forty-eight  hour  intermittant 
dosage  schedule  employing  Prednisone  which 
rendered  the  patient  virtually  asymptomatic  from 
his  primary  inflamatory  disease  without  the  in- 
troduction of  a secondary  disease.1  He  also  found 
that  the  patient’s  adrenal  function  was  scarcely 
disturbed  on  this  type  of  regimen  in  which  high 
doses  of  Prednisone  were  employed  as  opposed 
to  the  daily  regimen  in  which  there  was  found 
to  be  suppression  of  the  adrenals. 

In  addition,  Thorn  introduced  the  considera- 
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CHART  I - CONTINUED 

ASTHMATICS  ON  ALTERNATE  DAY  PREDNISONE 


TIME  TIME 


NAME 

AGE 

SEX 

AGE  OF  ONSET 

PRTOR  THERAPY 

INITIAL  DOSE 

MNT . DOSE 

* RESULTS 

ON 

OFF 

RR 

45 

WF 

2k 

ACTH  DE-SENS 

80  MG. 

30  MG. 

IMPROVED 

60MO„2MOS . 

LS 

49 

WM 

16 

ADRENALIN - 
PENCILLIN 

50  MG. 

15  MG. 

CLEARED 

24mo-.6MOS  . 

CF 

30 

WF 

BIRTH 

ANTI-BIOTCS 

50  MG. 

15  MG. 

IMPROVED 

8MOS  rCONT 

RJ 

47 

WM 

44 

NONE 

70  MG. 

20  MG. 

CLEARED 

36MOS 

ON  THER. 

BH 

47 

WF 

44 

NONE 

60  MG. 

25  MG. 

CLEARED 

16MOS 

30MOS . 

JV 

81 

WF 

65 

TEDRAL 

80  MG. 

25  MG. 

CLEARED 

16MOS 

12MOS. 

MM 

46 

WF 

BIRTH 

AMESEC 

80  MG. 

10  MG. 

CLEARED 

24MOS 

12MOS. 

VM 

66 

WM 

48 

ANTI-BIOTICS 

80  MG. 

20  MG. 

IMPROVED 

36MOS 

ON  THER. 

KC 

50 

WF 

16 

TEDRAL 

70  MG. 

10  MG. 

FAILURE 

7MOS  . 

6MOS  . 

CG 

66 

WF 

BIRTH 

ANTI-BIOTICS 

60  MG. 

20  MG. 

IMPROVED 

10MOS . 

ON  THER. 

MW 

65 

WF 

55 

ANTI-BIOTICS 
& TEDRAL 

80  MG. 

30  MG. 

FAILURE 

6MOS  . 

6MOS 

SK 

75 

WM 

12 

ANTI-BIOTICS 
6c  SUPPORTIVE 

70  MG. 

25  MG. 

CLEARED 

8MOS 

3MOS  . 

MW 

31 

WF 

13 

SUPPORTIVE 

40  MG. 

15  MG. 

CLEARED 

24MOS 

ON  THER. 

AL 

56 

WF 

36 

SUPPORTIVE 

80  MG. 

20  MG. 

CLEARED 

15MOS 

ON  THER. 

KB 

17 

WM. 

CHILD 

SUPPORTIVE 

50  MG 

10  MG. 

CLEARED 

2MOS 

12MOS. 

KR 

53 

WF 

43 

DAILY  STEROID 

50  MG. 

25  MG. 

FAILURE 

60MOS 

AND  ON. 

RG 

37 

WM 

CHILD 

SUPPORTIVE 

50  MG. 

25  MG. 

FAILURE 

10MOS 

6MOS  . 

WR 

13 

WF 

7 MOS 

SUPPORTIVE 

80  MG. 

20  MG. 

IMPROVED 

60MOS . 

AND  ON 

WR 

13 

WF 

7 MOS 

SUPPORTIVE 

80  MG. 

20  MG. 

IMPROVED 

60MOS 

AND  ON 

AS 

73 

WM 

5 MOS 

SUPPORTIVE 

25  MG. 

25  MG. 

CLEARED 

2 MOS 

3MOS 

LS 

59 

WF 

46 

SUPPORTIVE 

60  MG. 

10  MG. 

CLEARED 

31MOS 

AND  ON 

RP 

69 

WF 

MOST  OF  LIFE 

SUPPORTIVE 

25  MG. 

10  MG. 

CLEARED 

3MOS 

. AND  ON 

VM 

74 

WF 

39 

ANTI-BIOTICS 

SUPPORTIVE 

50  MG. 

15  MG. 

CLEARED 

3MOS 

AND  ON 

CT 

69 

WM 

49 

SUPPORTIVE 

80  MG. 

25  MG. 

CLEARED 

36MOS  AND  ON 

VH 

27 

WF 

BIRTH 

SUPPORTIVE 

70  MG. 

30  MG. 

CLEARED 

2MOS 

36MOS 

BZ 

21 

WM 

16 

SUPPORTIVE 

70  MG. 

30  MG. 

CLEARED 

11MOS  12MOS. 

AG 

31 

WM 

26 

SUPPORTIVE  6c 

80  MG. 

25  MG. 

CLEARED 

3MOS 

18MOS . 

CORTISONE 
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tion  of  the  use  of  ACTH  and  found  that  it  was 
impractical  on  a day  to  day  basis  because  of  the 
salt  and  water  retention  caused  by  its  stimula- 
tion of  the  adrenal  gland.2 

The  effects  of  using  long-term  steroid  ther- 
apy on  a continuous  daily  schedule  are  well 
known  and  documented.3 

Selection  of  patients  for  this  study  was  con- 
ducted in  a random  manner  except  that  a pa- 
tient whose  condition  was  already  under  con- 
trol and  who  needed  no  change  in  therapy  or 
medication  was,  of  course,  excluded.  Therefore, 
only  those  whose  condition  was  deteriorating  or 
for  whom  no  other  remedy  seemed  appropriate 
were  introduced  to  the  study. 

The  mean  period  of  observation  for  all  was 
21  months,  ranging  from  a few  months  to  as  long 
as  60  months.  The  mean  length  of  time  on 
the  Prednisone  in  this  group  was  13.5  months 
with  a range  from  a few  months  to  60  months. 
RESULT  1 

From  the  chart  on  asthma  it  can  be  seen  that 
all  but  four  were  improved.  Of  the  22  improved, 
nine  were  off  the  medication  and  13  found  it 
necessary  to  continue.  The  mean  time  of  obser- 
vation on  the  study  was  24.5  months  for  males 


and  twenty-nine  months  for  females.  Mean 
time  on  the  Prednisone  was  16.8  months  and 
20  months  respectively.  The  failure  rate  in  men 
was  10%  and  for  women,  20%.  The  success  off- 
therapy,  meaning  cessation  of  drugs  with  con- 
tinued improvement,  was  higher  in  men  — 60% 
— than  in  women  — 12%.  There  was  a wide 
range  of  ages  in  each  group,  but  there  appeared 
to  be  no  correlation  between  the  patient’s  age 
or  longevity  of  the  disease  and  the  eventual  out- 
come on  treatment.  Side  effects  amounted  to 
fluid  retention  and  weight  gain  in  one  man  and 
two  women.  One  man  was  also  developing  post- 
lenticular  opacities. 

Chart  II,  shows  the  breakdown  for  rheuma- 
toid arthritis.  It  is  uniquely  coincidental  that  al- 
though rheumatoid  arthritis  is  more  common 
in  females  than  males,  all  the  patients  on  this 
phase  of  the  study  were  females.  The  greatest 
failure  rate  is  seen  here  with  five  out  of  13,  or 
38%  who  did  not  improve.  The  mean  period  on 
medication  was  only  3.3  months.  Actually,  in 
this  instance  there  is  a difference  as  to  longevity 
of  disease  and  the  age  of  patient.  For  example, 
of  the  six  who  were  improved  and  off  Predni- 
sone, four  had  had  arthritis  for  four  years  or 


CHART  II 

RHEUMATOID  ARTHRITIS  ON  ALTERNATE  DAY  PREDNISONE 


NAME 

AGE 

SEX 

AGE 

OF  ONSET  PRIOR  THERAPY 

INITIAL 

DOSE 

MNT.  DOSE 

RESULTS 

TIME 

ON 

TIME 

OFF 

SP 

33 

WF 

21 

ASA 

60 

mg. 

30 

mg. 

Failure 

2mos 

24  mos 

BH 

34 

WF 

30 

ASA 

40 

mg. 

20 

mg. 

Cleared 

3mos 

36  mos 

HG 

47 

WF 

43 

ASA 

40 

mg. 

40 

mg. 

Failure 

6mos 

36  mos 

GJ 

52 

WF 

45 

Indocin 

60 

mg. 

10 

mg. 

Failure 

lmo 

6 mos 

CS 

31 

WF 

21 

Sprtve  & Prednisone 

100 

mg. 

30 

mg. 

Improved 

9mos 

6 mos 

GF 

71 

WF 

65 

ASA 

50 

mg. 

30 

mg. 

Cleared 

lOmos 

2 mos 

SO 

28 

WF 

27 

ASA 

20 

mg. 

5 

mg. 

Cleared 

3 mos 

5 mos 

DW 

53 

WF 

38 

ASA 

25 

mg. 

5 mg. 

Improved 

5 mos 

4 mos 

PC 

38 

WF 

28 

ASA 

50 

mg. 

10 

mg. 

Failure 

1 mo. 

12  mos 

RM 

70 

WF 

69 

ASA 

80 

mg. 

30 

mg. 

Cleared 

8mos 

and  on 

JR 

41 

WF 

40 

ASA 

30 

mg. 

10 

mg. 

Cleared 

2mos 

3 mos 

EC 

42 

WF 

39 

Butazolidine  & 
Cortisone 

50 

mg. 

30 

mg. 

Cleared 

4 mos 

4 mos 

CM 

61 

WF 

26 

ASA 

50 

mg. 

15 

mg. 

Failure 

3mos 

9 mos 

122  FEBRUARY  1 972  ® XXIX  • 2 


CHART  III 

URTICARIA  PATIENTS  ON  ALTERNATE  DAY  PREDNISONE 

TIME  TIME 


NAME 

AGE 

SEX 

AGE  OF  ONSET  prior  - THERAPY 

INITIAL  DOSE 

MNT . DOSE 

RESULTS 

ON 

OFF 

JM 

53 

WF 

46 

SUPPORTIVE 

70  mg . 

30  mg. 

Cleared 

5mos 

9mos 

BC 

37 

WF 

36 

NO  THERAPY 

30  mg. 

10  mg. 

Cleared 

3mos 

and  on 

PG 

60 

WF 

58 

SUPPORTIVE 

80  mg. 

50  mg. 

Failure 

5mos 

lmo 

EP 

38 

WM 

38 

ANTI- HISTAMINE 

70  mg. 

70  mg. 

Cleared 

3mos 

3mos 

RS 

52 

WM 

52 

NO  THERAPY 

80  mg . 

15  mg. 

Cleared 

24mos 

5mos 

CHART  IV 

ULCERATIVE  COLITIS  ON  ALTERNATE  DAY  PREDNISONE 

Time  time 


NAME 

AGE 

SEX 

AGE 

OF  ONSET  PRIOR  THERAPY 

INITIAL  DOSE 

MNT.  DOSE 

RESULTS 

ON 

OFF 

MS 

44 

WF 

34 

PAREGORIC 

80  mg. 

60  mg. 

Cleared 

3mos 

19mos 

FR 

50 

WM 

48 

SUPPORTIVE 

50  mg. 

25  mg. 

Cleared 

15mos 

4mos 

NY 

26 

WF 

25 

KAOPECTATE 

50  mg. 

20  mg. 

Cleared 

4mos 

3mos 

VW 

44 

WF 

42 

SUPPORTIVE 

80  mg. 

20  mg. 

Improved 

20mos 

5mos 

CHART  V 

GLOMERULONEPHRITIS  PATIENTS  ON  ALTERNATE  DAY  PREDNISONE 


TIME  TIME 


'JAME 

AGE 

SEX 

AGE  OF 

ONSET  PRIOR  THERAPY 

INITIAL 

DOSE 

MNT.  DOSE 

RESULTS 

ON 

OFF 

MR 

60 

WM 

50 

ANTI-BIOTICS 

80 

mg. 

30 

mg. 

Arrested 

24mos 

and  on 

RK 

23 

WM 

20 

NONE 

80 

mg. 

30 

mg. 

Failure 

24mos 

12mos 

GM 

21 

WF 

15 

CHLOROMYCETIN 

80 

mg. 

30 

mg. 

Arrested 

48mos 

and  on 

DK 

41 

WF 

40 

ACHROMYCIN 

80 

mg. 

20 

mg. 

Improved 

7mos 

and  on 

SP 

29 

WF 

27 

ANTI-BIOTICS 

80 

mg. 

50 

mg. 

Arrested 

6mos 

9mos 
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less.  Those  five  not  improved  included  four  pa- 
tients who  had  suffered  arthritis  for  seven  years 
or  more.  There  appears  to  be  no  correlation  be- 
tween recovery  and  age  of  patient. 

Chart  III,  on  urticaria  is  of  interest  in  the  pro- 
longed period  of  treatment  necessary  in  one  in- 
stance to  thwart  this  most  annoying  afflication. 
Supportive  therapy  included  adrenalin,  anti-his- 
tamines and  other  remedies  in  the  form  of  skin 
sprays  and  creams. 

Chart  IV,  on  colitis  shows  too  few  cases  to 
make  a comment  except  that  all  did  improve 
and  improved  enough  to  stop  therapy.  There  was 
one  patient  in  this  group  who  developed  post- 
lenticular  opacities. 

From  Chart  V,  on  nephritis,  it  can  be  seen 
that  although  all  but  one  improved,  they  had 
to  remain  on  the  Prednisone.  Three  of  the  five 
had  azotemia  and  all  but  one  had  relapse  when 
medication  was  lowered  in  dosage  or  an  attempt 
was  made  to  discontinue  therapy.  One  patient 
developed  cataracts  but  decided  to  remain  on 


the  Prednisone.  Otherwise,  slight  fluid  retention 
and  one  case  of  cushionoid  type  appearance  oc- 
curred. Fortunately,  this  latter  occurred  in  the 
only  patient  that  did  well  following  withdrawal 
of  the  medicine.  Three  months  elapsed  after 
withdrawal  before  the  cushionoid  characteristic 
disappeared.  In  this  group,  although  there  was 
little  alteration  in  the  urea  nitrogen  creatinine 
levels,  the  urine  analysis  improved  to  normal 
and  the  patient  improved  clinically. 

In  the  “collagen”  group,  Chart  VI,  there  are 
4 cases  and  all  improved.  In  three  cases,  the 
patients  are  no  longer  taking  Prednisone. 

The  miscellaneous  group,  Chart  VII  contains 
two  cases  of  idiopathic  pericarditis  which  are 
inflamatory  diseases  in  character.  The  other, 
multiple  sclerosis,  is  actually  thought  to  be  under 
control  according  to  nerve  velocity  testing. 

The  second  part  of  the  study  has  to  do  with 
the  measurement  of  the  immune  globulins  or, 
more  especially,  the  three  main  components  of 
the  gamma  globulins:  Gamma  G,  Gamma  A,  and 


CHART  VI 

COLLAGEN  GROUP  ON  ALTERNATE  DAY  PREDNISONE 


TYPE  OF 

TIME 

TIME 

NAME 

AGE 

SEX  DISEASE  AGE  OF  ONSET 

PRIOR  THER. 

INIT 0 DOSE 

MNT„  DOSE  RESULTS 

ON 

OFF 

TC 

32 

WM 

LUPUS  28 

ERYTHEMATOSUS 

NONE 

40  mg. 

20  mg . 

Arrested 

5mos 

6mos 

WP 

59 

CM 

LUPUS  57 

ERYTHEMATOCUS 

NONE 

80  mg. 

40  mg . 

Improved 

44mos 

and  on 

VD 

57 

WF 

SCLERODERMA  55 

NONE 

80  mg . 

20  mg . 

Arrested 

24mos 

8mos 

MO 

55 

WF 

IDIOPATHIC  53 

THROMBOCYTOPENIA 

NONE 

80  mg . 

25  mg. 

Arrested 

15mos 

3mos 

CHART 

VII 

MISCELLANEOUS  PATIENTS  ON 

ALTERNATE  DAY  PREDNISONE 

TYPE  OF 

TIME 

TIME 

NAME 

AGE 

SEX 

DISEASE  AGE  OF  ONSET 

PRTOR 

THERAPY 

INIT.  DOSE 

MNT . DOSE 

1 RESULTS 

ON 

OFF 

LJ 

53 

WM  MULTIPLE-  46 

NONE 

80  mg. 

50  mg. 

Arrested 

30 

and  on 

SCLEROSIS 

RB 

33 

WM 

PERICARDITIS  30 

NONE 

50  mg. 

50  mg. 

Failure 

4mos 

and  off 

RH 

57 

WM 

PERICARDITIS  57 

CONT. 

PREDNISONE  60  mg. 

50  mg. 

Arrested 

lOmos 

2mos . 
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Gamma  M,  (see  photo).  Also,  the  anti-nuclear 
antibody  was  measured,  at  first  qualitatively 
when  the  test  was  introduced,  and  subsequently 
quantitatively,  when  possible.  There  were  34  of 
the  original  60  cases  in  which  the  test  was  run 
and  results  received. 

The  VIII  Chart  shows  all  groups  segregated 
according  to  disease.  There  appears  to  be  too 
few  under  asthma  to  make  any  meaningful  re- 
sult. Under  arthritis  there  appears  to  be  no 
predominant  pattern  characteristics,  and  the 
same  is  true  for  all  of  the  other  groups  except 
the  collagen  disease  group  which  is  heterogen- 
ous to  begin  with,  having  in  common  only  the 
multiple  system  involvement.  Here  we  do  see 
a rather  consistent  rise  in  all  three  immune  gam- 
ma globulins. 

A.C.T.H.  stimulation  test  using  50  mg., 
A.C.T.H.,  I.V.,  over  a 6-8  hour  period,  was  car- 
ried out  in  three  patients  of  21  people  still  on 
the  drug.  In  one  patient,  RR  45  WF,  the  test 
was  performed  after  5 years  of  alternate  day 
therapy  approximating  30  mg.  of  Prednisone 
every  other  day,  the  urine  Hydroxy  corticos- 
teroid level  rose  from  12  mg.  to  44  mg.  In  an- 
other patient,  GM  21  WF,  the  Hydroxy  corticos- 
teroid in  the  urine  rose  from  14  mg.  to  31  mg. 
This  test  was  performed  after  two  years  of  alter- 
nate day  therapy  of  30  mg.  Prednisone.  The 
patient  had  been  off  Prednisone  for  one  month. 
LJ  53  WM,  was  also  tested  at  the  2 year  level 
ANTI-HUMAN  WHOLE  SERUM 


ANTI-HUMAN  IMMUNE  GLOBULINS 

IMMUNE  ELECTROPHORESIS 
Immune  electrophoretic  patterns  of  the  serum  of  this 
patient  are  compared  to  the  patterns  of  a pool  of  normal 
sera  using  antiserum  to  human  whole  serum  and  human 
immune  globulins. 

The  patterns  of  this  patient  indicate  an  IgG  level  of 
1263  mg%,  an  IgA  level  of  244  mg%,  and  an  IgM  level 
of  141  mg%.  No  abnormal  proteins  or  paraproteins  are 
seen. 


and  found  to  have  a rise  from  7.7  to  39.9  mg. 
He  was  on  50  mg.  of  Prednisone  every  other 
day. 

Chart  IX,  shows  five  of  the  asthmatic  patients 
who  had  vital  capacities  run  early  in  the  course 
of  the  Prednisone  therapy  and  also  at  the  end 
of  a five  year  period  of  observation.  It  should  be 
noted  that  the  original  capacity  was  not  per- 
formed during  the  acute  phase  of  the  illness  but 
rather  at  their  optimum  level  early  in  the  Pred- 
nisone regimen.  Thus  we  are  actually  seeing  a 
valid  improvement  associated  with  the  long 


CHART  VIII 

THE  IMMUNE  GAMMA  GLOBULINS  AND  THE  ANTI-NUCLEAR  ANTIBODIES 
ASTHMATIC  GftOiJi- 


HAKE 

AGE 

SEX 

IGG 

IGA 

IGM 

ANA 

+ = INCREASE 

800 

125 

75 

- = NORMAL 

AL 

56 

WF 

- 

- 

- 

Neg. 

# = DECREASE 

VH 

27 

WF 

- 

- 

Neg. 

KC 

50 

WF 

* 

* 

+ 

Neg. 

VM 

74 

WF 

- 

+ 

- 

Neg. 

AG 

31 

WM 

# 

- 

# 

Neg. 

ARTHRITIC  GROUP 

CS 

31 

WF 

+ 

- 

1:8 

GFr 

71 

WF 

- 

- 

- 

Negi 

SO 

28 

WF 

- 

- 

- 

Neg. 

HG 

47 

WF 

* 

+ 

- 

Neg. 

GJ 

52 

WF 

- 

- 

+ 

Neg. 

SP 

33 

WF 

- 

* 

- 

Neg. 

BH 

34 

WF 

- 

- 

* 

Neg. 

m 

53 

WF 

- 

- 

# 

Neg. 

PC 

38 

WF 

- 

- 

- 

Neg. 

RM 

70 

WF 

- 

- 

- 

Neg. 

JR 

41 

WF 

- 

+ 

- 

1:4 

CM 

61 

WF 

# 

# 

# 

1:2 

URTICARIA  GROUP 

BC 

37 

WF 

# 

- 

+ 

1:20 

FG 

60 

WF 

+ 

- 

- 

Neg. 

EP 

38 

WM 

- 

+ 

- 

Neg. 

RS 

52 

WM 

- 

- 

- 

Neg. 

NEPHRITIS  GROUP 

NAME 

AGE 

SEX 

IGG 

IGA 

IGM 

BIOPSY  FOR  TISSUE  0F 

ANA  GAMMA  GLOBULIN  NEPHRITIS 

RK 

23 

WM 

- 

- 

- 

Neg. 

Positive  Proliferative 

GN 

21 

WF 

- 

- 

- 

Neg. 

Positive  Proliferative 

DK 

41 

WF 

+ 

* 

+ 

Neg. 

Positive  Prolifaative 

MR 

60 

WM 

♦ 

- 

- 

Neg. 

Positive  Membranous 

SP 

29 

WF 

- 

- 

# 

Neg. 

Positive  Proliferative 

ULCERATIVE  COLITIS 

NY 

26 

WF 

+ 

+ 

+ 

Neg. 

VW 

44 

WF 

* 

+ 

- 

Neg. 

COLLAGEN  GROUP 

TYPE  OF  DISEASE 

TC 

32 

WM 

- 

+ 

- 

Pos  • 

Lupus 

VD 

57 

WF 

♦ 

- 

♦ 

Neg. 

Scleroderma 

WP 

59 

CM 

+ 

+ 

+ 

Pos  • 

Lupus 

MO 

55 

WF 

+ 

+ 

+ 

1:00 

Idiopathic 

Thrombocytopenia 

MISCELLANEOUS  GROUP 

LJ 

53 

WM 

# 

# 

# 

Neg. 

Neuromyopathy 

RB 

33 

WM 

- 

- 

- 

Neg. 

Pericarditis 
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CHART  IX 


VITAL  CAPACITY  MEASUREMENT 
ON 


ASTHMATIC  PATIENTS 


NAME 

AGE 

SEX  V.C. 

, EARLY  IN  THERAPY 

KS 

75 

MW 

297o 

LS 

49 

MW 

64% 

CF 

30 

FW 

31% 

VM 

66 

MW 

54% 

CG 

66 

FW 

56% 

v.c.  after  long  term  therapy  duration 


58% 

8 

mos 

106% 

24 

mos 

43% 

8 

mos 

82% 

36 

mos 

70% 

10 

mos 

term  use  of  the  drug  and  not  just  the  result  of 
acute  measures  used  at  the  time  of  presentation. 
The  chart  shows  the  objective  improvement  in 
the  five  patients. 

Side  effects  have  already  been  mentioned  with 
each  group,  but  the  most  serious  and  perhaps 
permanent  was  the  post  lenticular  seeding  or 
pre-cataraet  formation  which  occurred  in  four 
patients. 

DISCUSSION 

Here  we  have  a study  using  alternate  day 
steroid  therapy  on  sixty  patients  over  a five-year 
period  in  which  various  percentages  improved 
depending  on  their  primary  problem. 

It  would  appear  that  Prednisone  therapy  is 
very  helpful  in  the  asthmatic,  regardless  of  the 
age  of  the  patient,  or  the  longivity  of  his  dis- 
ease. It  is  fair  to  say  that  in  the  older  group 
many  of  the  patients  probably  had  emphysema 
as  well  as  asthma.  The  experience  is  limited 
with  regard  to  children,  as  only  one,  age  12, 
was  included  in  the  study. 

However,  in  1959,  Dr.  Siegel  studied  the  ef- 
fects of  alternate  day  steroid  therapy  in  allergic 
children;  there  he  employed  a three-day  sched- 
ule on,  followed  by  a four-day  schedule  off  the 
drug.'  He  found  that  the  17  Hydroxy  steroids 
were  down  after  several  months  of  this  type  of 
therapy.  Follackson,  in  1965,  reviewed  the  ef- 
fects in  children.  He  concluded  that  the  results 
in  long-term  therapy  had  been  good.5 

Briggs,  in  1968,  reported  in  ten  cases  of  as- 
thmatic patients  followed  over  a two-year  period 
using  the  alternate  day  steroid  therapy,  and 
found  good  results  with  minimum  side  effects.6 


With  regard  to  arthritis,  it  is  clear  that  it  is 
important  that  therapy  be  established  even  be- 
fore the  diagnosis  of  rheumatoid  arthritis  is  con- 
firmed. This  is  to  insure  the  maximum  benefit 
to  the  patient,  as  the  earlier  the  treatment  is 
rendered  to  the  onset  of  disease,  the  greater  the 
chance  for  improvement.  In  1966,  Dr.  J.  A. 
Weaver  studied  sixty-nine  patients  with  severe 
rheumatoid  arthritis  and  bronchial  asthma  treat- 
ed with  Corticotrophin  Gel,  I.M.,  by  an  inter- 
mittant  dose  schedule  with  gratifying  clinical  re- 
sults and  no  suppression  of  adrenal  function.7 

Regarding  Urticaria  resistant  to  antihista- 
mines, steroids  played  a role  in  cutting  down 
the  symptoms  even  before  complete  remission 
in  cases  where  the  victim  could  eventually  stop 
the  drug. 

Most  of  the  people  with  colitis  had  it  for 
many  years,  and  other  remedies  failed  or  had 
negligible  effect.  The  Prednisone  had  a very 
positive  effect  in  all  paients.  Eugene  A.  Glezayd 
concluded,  in  a discourse  on  ulcerative  colitis, 
that  steroids  should  be  used  as  a last  resort.  He 
advises  the  use  of  conventional  therapy,  notably 
the  antibiotics,  Azulfidine  and  Sulfathalidine.8 
However,  in  his  article  he  is  concerned  about 
the  secondary  effects  of  the  steroids,  and  he 
makes  no  reference  to  the  positive  advantage 
of  the  alternate  day  schedule  which,  if  used 
early  in  the  disease,  could  have  obvious  bene- 
ficial results. 

The  nephritic  patients  are  probably  the  only 
group  who  are  committed  to  taking  the  Predni- 
sone for  life.  In  these  cases,  the  use  of  the  drug 
could  be  considered  life  sustaining,  or  at  least 
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slowing  down  the  adverse  changes. 

Briggs,  in  December  of  1970,  reviewed  a case 
in  which  Prednisone,  used  over  a three-year 
period  greatly  improved  a patient  who  had  Pro- 
liferative Glomerulonephritis.9  Levitt,  in  1970, 
reviewed  three  adult  patients  receiving  long-term 
Prednisone-Azathioprine  therapy  and  found  that 
they  underwent  abrupt  severe  deterioration  in 
renal  function  when  this  combined  therapy  was 
stopped.  He  suggested  that  the  drugs  were 
maintaining  relative  stability  of  the  disease,  and 
that  in  their  absence  the  disease  became  rapidly 
progressive.  It  is  noteworthy  that  he  made  com- 
ment that  the  therapy  may  alter  the  progress 
of  the  renal  disease  without  noticeable  improve- 
ment in  renal  function  tests.10 

A three-year  study  at  U.C.L.A.,  using  a simi- 
lar approach  with  SLE,  as  well  as  chronic  Glo- 
merulonephritis, found  beneficial  results  in  most 
of  the  cases  treated.  However,  they  also  had  a 
larger  occurrence  of  side  effects.  The  patients 
in  this  study,  however,  were  not  on  alternate  day 
steroid  therapy  but  on  an  intermittant  regimen 
in  which  they  were  given  60  mg.  of  Prednisone 
a day  in  divided  daily  doses  on  three  consecu- 
tive days  each  week.11 

It  should  be  mentioned  that  in  the  literature 
there  are  reports  stating  that  the  intermittant 
dose  schedule  is  complicated  by  side  effects 
and  adrenal  suppression.  These  articles  also  do 
not  use  the  48-hour  schedule,  but  a three  day 
on  and  four  day  off  routine  such  as  that  reported 
above  by  Adams.  Others,  like  Johnston12  and 
Savka,13  using  the  alternative  day  method,  re- 
port minimal  to  no  side  effects  similar  to  the 
results  noted  in  this  report. 

The  immune  gamma  globulins  in  all  cases  ex- 
cept the  so-called  collagen  group  showed  no 
definite  trend  in  the  protein  pattern.  In  the  lat- 
ter all  were  generally  elevated.  Doedhar,  in 
1969,  commenting  on  the  immunological  aspects 
of  chronic  ulcerative  colitis,  found  that  the  serum 
IgA  appeared  to  be  the  most  common  elevation 
in  the  immune  gamma  globulins.14 

The  A.C.T.H.  stimulation  test  was  carried  out 
in  three  patients,  one  at  the  five-year  level,  and 
two  at  the  two-year  level  and  in  all  cases  show- 
ed a two  and  one-half  to  three-fold  increase  in 
steroid  response  to  the  A.C.T.H.,  indicating  a 
lack  of  adrenal  disturbance.  The  patients  who 
are  off  the  drug  and  doing  well  might  also  be 
assumed  to  be  free  of  adrenal  suppression,  but 
this  is  not  documented. 


In  1965,  Harter  and  his  co-workers  used 
A.C.T.H.  once  a month  in  order  to  allow  for  a 
reduction  in  the  dosage  of  steroids  so  as  to  avoid 
adrenal  suppression.15  This  was  not  necessary  in 
this  study. 

Of  the  side  effects,  cataracts  seemed  to  be 
the  most  disturbing.  It  should  be  noted  that  some 
of  the  diseases  mentioned  in  this  report,  includ- 
ing collagen  diseases,  rheumatoid  arthritis  and 
dermatitis,  have  been  associated  with  cataracts. 
Although  it  has  been  established  that  continuous 
daily  treatment  with  corticosteroids  may  lead 
to  the  developments  of  cataracts,  attempts  to 
reproduce  this  condition  in  animals  have  not 
been  successful. 

Bonavolonta  and  de  Berardinis,  1951,  claim- 
ed that  large  dosages  of  cortisone  given  intra- 
venously to  rats  caused  some  increase  in  optical 
density  of  the  nucleus  of  the  lens.16  Also,  Haour 
and  Rougier,  1950,  and  Thorn  and  colleagues, 
in  1959,  obtained  some  cataractic  changes,17  but 
effect  was  not  reproduced  in  these  animals  by 
von  Sallmann,18  1960,  nor  by  Bettman19  and  his 
co-workers,  1964,  in  chicks. 

That  Prednisone  has  some  metabolic  effect  on 
the  lens  is  suggested  by  Yule,20  1962,  in  experi- 
mentation with  glycolysis  inhibition.  Also,  there 
appears  to  be  a relation  between  cortisone  and 
galactose  in  the  enhancement  of  cataract  form- 
ation.21 

The  incidence  of  all  types  of  cataract  forma- 
tion for  various  age  groups  is  not  known.  How- 
ever, three  patients  between  ages  45  and  55 
showing  early  seeding  out  of  60  patients  in  the 
study  might  be  considered  above  the  average, 
as  might  the  patient  in  her  early  twenties. 

To  attempt  to  be  objective  in  a study  in 
which  results  rely  heavily  on  subjective  signs 
of  improvement,  we  have  five  patients  with 
asthma  who  had  appropriately  timed  vital  capa- 
cities, and  all  of  these  showed  improvement. 

The  one  case  of  neuropathy  resembling  mul- 
tiple sclerosis  is  of  interest  in  that  Dr.  Ansari, 
reporting  before  the  American  Academy  of  Neu- 
rology at  Miami  Beach,  in  June  of  1970,  relates 
that  Prednisone  may  have  some  injurious  effect 
on  the  conduction  system  in  peripheral  nerves.22 
This  does  not  seem  to  be  the  case  with  this  par- 
ticular patient,  since  the  timed  velocities  show- 
ed improvement,  or  lack  of  deterioration,  on  the 
Prednisone  therapy.  Perhaps  the  daily  continu- 
ous does  schedule  vs.  the  alternate  day  makes 
the  difference  here. 
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Other  treatments  of  immunological  disease 
should  be  noted.  Many  of  these  employ  cyto- 
static or,  more  properly,  cytocidal  drugs  on  the 
assumption  of  steroid  resistance.  The  term  re- 
sistance is  actually  a relative  one  rather  than 
absolute,  now  that  the  alternate  day  course  can 
be  used. 

Shern,  for  example,  used  Mercaptopurine  in 
the  treatment  of  nephrotic  patients  whom  he 
believed  to  be  resistant  to  steroid  therapy.  Un- 
fortunately, the  steroids  were  given  as  a daily 
routine  over  a period  of  several  months,  thereby 
introducing  side  effects  and  early  abandon- 
ment of  treatment.23 

Lorenzen,  in  1969,  also  used  a purine  analog, 
Azathioprine,  on  patients  who  had  previously 
been  treated  with  long-term  steroid  therapy, 
and  found  that,  although  his  results  were  good, 
the  use  of  a cytostatic  drug  required  careful 
supervision,  far  more  than  required  for  Pred- 
nisone, which  is  an  endogenous-occurring  hor- 
mone.24 

Other  alternatives  to  the  immunosuppressive 
therapy  are  noted  by  French,25  which  have  to 
do  with  immunologic  enhancement  involving 
transplant  antigens  prolonging  the  survival  of 
organ  grafts.  It  would  be  interesting  to  see  a 
study  employing  alternate  day  Prednisone  ther- 
apy on  organ  transplant  recipients  in  order  to 
achieve  the  maximum  suppression  of  the  im- 
mune mechanism  with  minimal  risk  to  the  resis- 
tance factor  of  the  patient. 

CONCLUSIONS 

Sixty  patients  with  various  types  of  inflam- 
matory disease  were  treated  over  a five  year 
period  with  moderate  to  heavy  doses  of  Predni- 
sone on  an  alternate  day  basis.  The  various 
diseases  are  listed  in  groups,  and  percentages 
of  improvement  and  failure  for  each  are  listed. 
There  was  an  overall  improvement  in  49  people, 
or  80%  of  the  patients.  There  is  a wide  range 
of  difference,  however,  in  that  the  arthritic 
group  had  a relatively  low  improvement  rate 
while  other  groups  enjoyed  a higher  degree  of 
success. 

The  immune  gamma  globulin  and  antinuclear 
antibody  is  discussed  and  appears  in  this  study 
to  have  no  correlation  with  the  various  disease 
states  except  for  the  collagen  group  in  which 
all  three  globulins  are  elevated. 

Of  the  side  effects,  weight  gain  and  serious 
fluid  retention  occurred  in  seven  patients  and 


of  these,  two  began  to  take  on  the  appearance 
of  a cushioned  state.  However,  all  side  effects 
disappeared  within  three  months  following  with- 
drawal of  therapy.  In  addition,  a serious  compli- 
cation which  is  believed  to  be  related  to  the 
therapy  and  in  which  to  date  there  has  been 
no  improvement  or  progression  off  the  drug  is 
postlenticular  opacification  which  occurred  in 
four  patients. 

Adrenal  suppression  seems  not  be  a prob- 
lem, and  in  three  patients,  one  at  the  five  year 
level  and  two  at  the  two  year  level  there  was 
appropriate  elevation  in  the  steroid  response  to 
A.C.T.H.,  indicating  a lack  of  disturbance  in 
this  area. 

Discussion  also  touches  on  other  types  of  im- 
mune therapy  and  their  relative  value  in  the 
face  of  long  term  steroid  therapy. 

It  is  becoming  more  evident  that  Prednisone 
and  related  short  acting  steroids  will  find  a de- 
finite place  in  the  long  term  treatment  of  some 
inflamatory  diseases  on  the  alternate  day  sched- 
ule. 
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TREATMENT  OF  A PREGNANT  OPIATE 
ADDICT  WITH  ORAL  METHADONE 


ROBERT  D.  SULLIVAN,  M.D. 
ARIE  L.  FISCHBACH,  M.D. 
FRITZ  W.  HORNICK,  M.D. 


Methadone  is  not  exclusively  used  for  mainte- 
nance therapy.  The  more  common  goal  is  fairly 
rapid  termination  of  the  Methadone,  too.  This 
particular  case  report  illustrates  a humane  and 
constructive  compromise  instead  of  the  righteous 
rejection  it  might  have  provoked. 

One  psychological  comment:  Many  patients 
are  as  addicted  to  the  needle  itself  as  to  any 
drug.  This  is  a factor  in  the  effectiveness  of  oral 
Methadone.  It  is  also  an  alerting  to  physicians  to 
insist,  whenever  possible,  that  any  medicine  be 
taken  by  mouth. 

The  pioneering  work  of  Dr.  Vincent  Dole  and 
Dr.  Marie  Nyswander  in  the  use  of  oral  metha- 
done to  blunt  the  drug  hunger  of  heroin  addicts 
has  provided  a promising  new  approach  to  an 
increasing  national  problem.  Methadone  mainte- 
nance is  enabling  many  addicts  to  enter  or  re- 
turn to  such  socially  organized  activities  as  jobs, 
schooling,  and  family  life  instead  of  being  re- 
cycled through  the  courts,  jails  and  hospitals. 
The  individual  addict  and  conventional  society 
are  both  benefiting  from  this  entry  of  medical 
science  and  insight  into  what  has  traditionally 
been  regarded  as  the  province  of  judges  and 
gaolers. 

The  basic  premise  of  methadone  maintenance 
therapy  is  that  repeated  use  of  narcotic  drugs 
induces  some  biochemical  alteration  within  the 
user  so  that  when  no  narcotic  is  available,  “sick- 
ness” results.  Methadone,  administered  orally, 
in  modest  dosages  effectively  meets  this  need 
over  a 24-hour  period,  but  does  not  produce 
the  euphoric  rush  of  intravenous  narcotics.  Thus, 
the  former  addict  on  oral  methadone  mainte- 
nance is  able  to  work,  attend  school  and  other 
activities  without  fear  of  getting  “sick”  if  he 
doesn’t  get  a “fix.” 

The  Bernstein  Clinic  at  the  Beth  Israel  Hos- 

From  the  departments  of  Obstetrics  and  Medicine,  Maricopa 
County  General  Hospital,  2601  E.  Roosevelt,  Phoenix,  Arizona 
85008. 


pital  in  New  York  has  successfully  carried  preg- 
nant women  to  term  on  daily  methadone.  They 
found  that  patients  maintained  on  methadone 
sought  better  antenatal  care  than  street  addicts. 

Treatment  programs  are  now  in  operation 
throughout  the  country,  under  careful  govern- 
ment supervision.  In  Phoenix,  CODAC  is  spon- 
soring and  supervising  a methadone  mainte- 
nance program  based  at  the  Valle  del  Sol,  a 
Chicano-run  community  center.  This  program 
serves  all  segments  of  the  population.  It  is  cur- 
rently able  to  admit  four  new  members  each 
week.  Other  programs  are  planned  for  the 
state. 

Methadone  maintenance  poses  several  new 
problems  for  physicians.  A pregnant  heroin  ad- 
dict recently  cared  for  at  Maricopa  County 
General  Hospital  illustrates  some  of  these  prob- 
lems. 

Case  Report: 

This  35  year  old  woman  was  referred  from  a 
local  agency  because  she  had  a heavy  heroin 
habit  and  was  in  the  third  trimester  of  preg- 
nancy. She  had  been  addicted  to  heroin  for 
about  15  years.  Her  habit  cost  $100-$150  per  day 
and  was  supported  by  selling  drugs,  forgery, 
theft,  and  prostitution.  She  had  been  arrested 
numerous  times,  two  of  which  resulted  in  short 
periods  in  jail.  She  had  been  withdrawn  from 
heroin  and  methadone  twice  previously,  but  fail- 
ed to  stay  off  hard  drugs  both  times.  She  was 
gravida  5,  para  1;  abortus  3,  and  had  had  no 
difficulty  with  her  present  pregnancy  except  for 
mild  pedal  edema.  She  was  normotensive.  Ab- 
dominal exam  revealed  a 36  week  gravid  uterus. 
The  presentation  was  vertex  and  the  head  was 
floating.  Fetal  heart  rate  was  144. 

Initially,  she  was  hospitalized  on  the  medical 
service  and  withdrawn  from  narcotics  by  giving 
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methadone  30  m.g.,  p.o.,  followed  in  12  hours 
by  25  m.g.,  p.o.,  then  20  m.g.  and  so  on  until 
she  was  drug-free. 

It  was  our  intention  to  keep  her  in  hospital, 
drug-free,  until  delivery.  She  was  vague  about 
her  last  menstrual  period,  so  the  delivery  date 
could  only  be  estimated  by  physical  examina- 
tion. She  became  restless  after  a few  days  and 
wanted  to  leave  hospital  “to  get  a fix.” 

At  that  time  her  husband  was  accepted  as  a 
member  of  the  Valle  del  Sol  methadone  mainte- 
nance program.  She  wanted  to  enter  this  program 
when  she  left  hospital.  It  was  decided  to  give 
her  methadone  rather  than  risk  having  her  re- 
turn to  “the  street.” 

She  agreed  to  stay  in  hospital.  Eighty  mg.  of 
oral  methadone  each  morning,  (a  relatively  low 
\ dose)  kept  her  free  of  drug  hunger.  She  de- 
livered a 2951  gram  infant  with  an  Apgar  of  9 
after  she  had  been  on  80  mg.  of  methadone  for 
14  days.  After  24  hours  the  baby  showed  signs 
of  withdrawal  including  tremors,  high  pitched 
cry,  poor  feeding,  ankle  clonus,  and  hyperref- 
lexia.  She  was  treated  with  paragoric  4 gtts  po 
q6h  with  clearing  of  the  symptoms. 

After  discharge  the  mother  entered  the  Valle 
del  Sol  program.  She  is  doing  well,  and  caring 
for  her  infant  at  home. 

DISCUSSION 

Methadone  is  being  used  successfully  as  main- 
tenance therapy  for  addicts  throughout  the  coun- 
try. It  is  one  of  the  promising  approaches  for 
selected  addicts.  This  drug  is  a narcotic  and 


is  used  intravenously  by  some  addicts  in  pref- 
erence to  heroin;  thus,  there  is  enormous  poten- 
tial for  abuse. 

In  our  institution,  methadone  tablets  are  crush- 
ed by  the  nurse,  dissolved  in  juice  and  given 
while  the  nurse  watches,  so  that  we  will  not  in- 
advertently become  a source  of  tablets  for  the 
illicit  market.  We  also  discourage  use  of  par- 
enteral methadone,  especially  in  our  addict  pa- 
tients who  may  manipulate  inexperienced  phy- 
sicians by  exaggerating  withdrawal  symptoms. 

The  present  case  illustrates  that  methadone 
may  be  used  in  the  pregnant  patient  to  success- 
fully combat  drug  hunger  and  that  it  poses  little 
risk  to  the  infant. 

Experience  to  date  suggests  that  former  ad- 
dicts maintained  on  methadone  during  preg- 
nancy seek  more  frequent  prenatal  care  and  also 
bring  the  babies  back  for  postnatal  care  more 
regularly.  There  is  no  evidence  of  an  increase 
in  the  incidence  of  congenital  malformations. 
Management  of  the  infants  immediately  post- 
partum has  not  been  unduly  difficult. 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS-  INTO  EXCHANGE  LISTS 

* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for 
1 Bread  and  Vi  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 

Exchange  Substitution  for 
V2  Bread  and  Vi  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
1 Meat  and  1V4  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
Vi  Meat  and  V2  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  300,  Campbell  Place, 
Camden,  NJ.  08101. 


heres  a soup 
for  almost  every  patient  and  diet 
.for  every  meal 
and,  it’s  made  by  VCUnpuul 


HOSPITAL  GOVERNING  BOARDS  AND  PHYSICIANS 


The  House  of  Delegates  of  the  American 
Medical  Association  and  the  Joint  Commission 
on  Accreditation  of  Hospitals  have  both  recom- 
mended that  experienced  physicians  serve  on 
the  governing  boards  of  hospitals  in  order  to 
contribute  professional  expertise  in  matters  of 
policy  which  affect  the  delivery  of  health  care. 

In  this  issue  Dr.  John  R.  Christian  analyzes 
“The  Role  of  the  Physician  as  a Member  of  the 
Hospital  Governing  Board.”  He  make  these 
recommendations : 

1)  Establish  hospital  goals,  intramural,  local, 
regional,  and  national. 

2)  Scrutinize  board  composition  in  relation 
to  hospital  goals. 

3)  Establish  qualifications  for  board  mem- 
bership. 

4)  Screen  medical  staff  for  qualified  candi- 
dates. 

5)  Establish  areas  of  physician  participation 
by  priority,  i.e.,  quality  control,  commu- 
nity needs,  medical  education,  etc. 

6)  Establish  clearly  defined  guide  lines  for 
the  relationship  of  the  governing  board, 
the  medical  and  hospital  staff  and  the 
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community  through  medical  staff  bylaws. 

7)  Establish  rigid  standards  for  participation, 
i.e.,  attendance,  committee  activity,  term 
of  duty,  cause  and  procedure  for  removal, 
age  limit,  etc. 

8)  Provide  alternative  methods  of  expert  par- 
ticipation when  scope  of  staff  activity  is 
limited,  i.e.,  consultant  board. 

9)  Establish  reasonable  lines  of  communica- 
tion by  reciprocal  liaison  or  the  joint  con- 
ference committee,  the  executive  commit- 
tee and  the  planning  and  development 
committees  of  the  governing  board. 

10)  Establish  a program  for  the  orientation  of 
new  board  members  and  continuing  edu- 
cation for  all  participating  members  to 
meet  the  changing  demands  in  the  de- 
livery of  health  care. 

The  medical  staff  — administrative  — govern- 
ing board  trinity  varies  considerably  among 
hospitals,  but  all  institutions,  the  medical  pro- 
fession and  the  public  would  derive  benefit  if 
the  listed  recommendations  were  activated. 
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FAMILY  PRACTICE, 
MEDICINE'S 
NEWEST  SPECIALTY 

In  1969,  The  American  Board  of  Family  Prac- 
tice was  established  by  the  official  action  of  the 
American  Medical  Association,  the  Advisory 
Board  of  Medical  Specialists,  the  American  As- 
sociation of  Medical  Colleges,  and  the  American 
Academy  of  Family  Physicians.  Family  Practice 
was  recognized  as  the  20th  specialty  in  Ameri- 
can Medicine.  Over  4,000  physicians  have  taken 
the  qualifying  examinations  and  are  now  board 
certified  Family  Practitioners. 

What  exactly  is  this  new  specialty?  Family 
Practice  is  that  specialty  of  medicine  that  pro- 
vides continuous  and  comprehensive  care  of  the 
patient  within  the  family  unit,  caring  for  the 
majority  of  his  needs,  using  a multidisciplinary 
approach,  referring  the  patient  to  the  necessary 
health  resource  or  medical  specialist  when  ap- 
propriate, but  still  preserving  and  perpetuating 
the  continuity  of  care. 

The  Family  physician  approaches  the  practice 
of  medicine  from  a holistic  point  of  view.  This 
is  in  contradistinction  to  the  narrow  spectrum 
with  which  most  medical  specialists  approach 
the  practice  of  medicine.  The  Family  Physician 
practices  both  scientific  and  humanistic  medi- 
cine. He  is  the  primary  personal  physician  of 
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the  patient.  He  accepts  responsibility  for  the 
total  health  care  needs  of  his  patients,  within  the 
context  of  his  family,  his  environment,  and  his 
community.  Comprehensive  care  includes  pre- 
ventative, diagnostic,  therapeutic,  rehabilitative, 
and  coordinated  health  maintenance  services. 

New  training  programs  are  proliferating  in 
medical  schools  and  community  hospitals  all 
over  the  country.  A substantial  percentage  of 
medical  students  who  are  displaying  a regard 
for  the  present  inequities  in  our  health  care  de- 
livery system  are  being  attracted  to  family  prac- 
tice as  an  answer  to  these  disparities. 

There  are  over  100  residency  programs  in 
community  and  university  hospitals  all  over  the 
United  States.  Family  Physicians  are  receiving 
academic  appointments  at  medical  schools  in 
growing  numbers.  The  College  of  Medicine  of 
the  University  of  Arizona  has  recently  establish- 
ed a Department  of  Family  and  Community 
Medicine.  The  Medical  School’s  commitment  to 
the  training  of  Family  Physicians  is  impressively 
demonstrated  by  increased  faculty,  greatly  in- 
creased budget,  and  the  continual  growth,  de- 
velopment and  emphasis  on  this  program. 

The  first  approved  Family  Practice  residency 
program  in  Arizona  is  in  Phoenix  at  Good 
Samaritan  Hospital.  This  program  is  considered 
to  be  one  of  the  finest  in  the  United  States.  To 
further  emphasize  the  growing  involvement  of 
community  hospitals  in  medical  education,  it  is 
noted  that  several  other  hospitals  in  the  state  are 
in  various  stages  of  planning  and  developing 
Family  Practice  programs. 

The  United  States  Army  currently  has  three 
residency  programs  under  development.  The 
Army  has  been  described  as  an  “ideal  vehicle” 
for  utilizing  family  practice  in  caring  for  the 
soldiers,  their  wives  and  their  children. 

These  are  dynamic  times  for  Family  Practice. 
With  the  understanding  of  medical  specialists  of 
the  need  for  this  new  specialty,  and  with  the 
energy  and  endeavor  of  practicing  Family  Physi- 
cians, there  is  great  promise  for  providing  more 
physicians,  with  the  interest,  skill,  and  ability  to 
provide  continuing  and  comprehensive  care  to 
the  growing  numbers  of  American  Families. 

It  is  incumbent  upon  the  medical  profession 
to  support  and  strengthen  present  programs  and 
aid  in  the  development  and  implementation  of 
similar  programs  which  will  ultimately  provide 
manpower  to  meet  the  ever  increasing  demand 
for  health  care  services. 


Dean’s  Page 

J 

A GROWING  PROBLEM 

Since  World  War  II,  cirrhosis  of  the  liver,  a 
disease  familiar  to  the  ancients,  has  emerged  as 
a major  cause  of  death  in  the  United  States. 
Most  disturbing  is  the  statistic  that  cirrhosis  is 
a principal  cause  of  death  between  the  ages  of 
35-50  years  when  potential  for  productivity  is  at 
its  height.  Although  the  disease  usually  occurs 
in  the  setting  of  chronic  alcoholism,  the  relation 
of  the  scarred  liver  to  ethanol  remains  obscure. 
Moreover,  an  increasing  number  of  afflicted  pa- 
tients do  not  consume  alchohol,  but  instead  have 
been  exposed  to  viral  hepatitis  or  hepatotoxic 
drugs. 

In  the  Department  of  Surgery  at  the  Univer- 
sity of  Arizona  College  of  Medicine  and  Tucson 
Veterans  Administration  Hospital,  a dual  thrust 
has  been  initiated  to  improve  the  outlook  of 
these  patients.  One  project  under  the  direction 
of  Dr.  Erie  E.  Peacock,  Professor  and  Head  of 
Surgery,  seeks  to  unlock  the  mysteries  of  “wound 
healing”,  i.e.  to  control  scar  production,  a pro- 
cess which  may  be  more  destructive  to  the  liver 
than  the  original  insult  stimulating  the  scar.  Out 
of  this  work,  Dr.  John  Madden  has  developed  an 
animal  model  of  hepatic  cirrhosis  closely  simu- 
lating the  human  disease.  Dimethylnitrosamine, 
an  organic  solvent,  is  a drug  selectively  trans- 
formed by  the  liver  into  a potent  hepatotoxin 
that  rapidly  produces  progressive  hepatic  cirrh- 
osis in  experimental  animals.  Through  selective 
intereference  with  collagen  metabolism  by 
agents  such  as  /3-amino  propionitrile  (BAPN),  an 
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inhibitor  of  collagen  cross-linkage,  synthesis  and 
desposition  of  collagen  is  manipulated  to  pre- 
vent, modify  or  reverse  desmoplasis,  the  hall- 
mark of  the  cirrhotic  process. 

Investigation  of  cirrhosis  is  proceeding  along 
different  lines  in  the  laboratories  of  Drs.  Marlys 
and  Charles  Witte  (Internist  and  Surgeon  re- 
spectively). Here,  the  Wittes  are  unraveling  the 
perplexing  pathophysiology  of  portal  hyperten- 
sion and  its  deleterious  clinical  sequelae,  varix 
hemorrhage  and  ascites.  During  their  under- 
graduate years  at  New  York  University-Bellevue 
Medical  Center,  interest  in  the  circulation  of 
lymph  was  fostered  by  Professor  Allan  E.  Du- 
mont, who  first  called  attention  to  the  enormous 
quantities  of  thoracic  duct  lymph  formed  in 
patients  with  hepatic  cirrhosis.  By  demonstrat- 
ing a dual  origin  of  thoracic  duct  lymph  from 
the  liver  and  extrahepatic  portal  bed  relative  to 
the  “stage”  of  cirrhosis  or  more  specifically  to 
deranged  splanchnic  circulatory  dynamics,  the 
Wittes  have  further  clarified  the  pathogenesis 
of  ascites  in  this  disease.  Accordingly,  drug  and 
operative  treatment  of  cirrhotic  ascites  has  been 
placed  on  a firmer  physiologic  foundation.  More 
recently  they  have  turned  their  attention  to  pre- 
cipitating factors  in  esophyageal  varix  rupture 
and  thereby  uncovered  a spectrum  of  previously 
unrecognized  hemodynamic  disturbances  as- 
sociated with  chornic  liver  disease.  This  work 
has  led  them  to  design  more  effective  therapy 
based  on  specific  abnormal  circulatory  dynamics 
for  patients  bleeding  from  esophageal  varices: 

Although  these  “surgical”  investigators  hope 


directly  to  improve  the  prognosis  of  patients 
with  cirrhosis  and  portal  hypertension,  major 
fringe  benefits  also  should  accrue.  Dynamic 
studies  of  collagen  biochemistry  may  reveal  the 
mysteries  of  a host  of  fibrotic  disorders,  e.g. 
chronic  pancreatitis,  cholecystitis,  retroperitoneal 
fibrosis  and  keloids,  to  name  just  a few.  The 
lymph  or  tissue  fluid  circulation,  on  the  other 
hand,  mirrors  events  in  the  capillaries  of  the 
body  and  relates  directly  to  problems  of  “tissue 
swelling”  (i.e.  edema,  effusion,  and  anascarca). 
Disturbances  in  lymph  circulation  play  a role  in 
a wide  variety  of  disturbances  such  as  thrombo- 
phylebitis,  lymphedema,  congestive  heart  fail- 
ure, “shock”  and  the  nephrotic  syndrome.  Medi- 
cal students  at  all  levels,  house  officers,  nurses, 
paramedical  personnel,  University  faculty  mem- 
bers in  the  departments  of  physiology,  anatomy, 
biochemistry,  pathology,  internal  medicine  and 
radiology,  and  referring  physicians  throughout 
Arizona  are  actively  participating  in  the  scienti- 
fic, educational,  and  clinical  aspects  of  this  pro- 
gram. Thus,  the  Department  of  Surgery  antici- 
pates that  a multidisciplinary  approach  toward 
hepatic  cirrhosis  ultimately  will  shed  light  on 
other  poorly  understood  life-threatening  condi- 
tions and  chronic  debilitating  illnesses. 
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WISDOM  — PART  II 


WILLIAM  B.  McGRATH,  M.D. 


Wisdom  is  the  disciplined  application  of  learn- 
ing. It  is  the  task  of  philosophy  then  to  deter- 
mine what  knowledge  the  individual  will  need 
and  be  able  to  use. 

Often  overlooked  but  very  important  is  the 
matter  of  timing.  There  is  too  keep  a ditch 
between  learning  and  the  individual’s  oppor- 
tunity to  apply  it.  This  must  be  filled  from 
both  directions:  Information  is  of  lessened  value 
if  it  comes  too  soon  and  none  at  all  if  it  comes 
too  late. 

1.  Elsewhere  we  have  stressed  the  primary 
importance  of  esthetics.  From  the  beginning  the 
nourishment  of  intelligence  is  nothing  other  than 
a discriminating  diet  for  all  of  the  senses,  not 
neglecting  touch  and  smell  and  taste. 

2.  Every  child  and  every  adult  should  be  able 
to  read  music  and  understand  and  practice  the 
fundamentals  of  meter  and  harmony.  Music  is 
the  universal  language  ( esperanto ) and  the  only 
medium  of  expression  of  all  that  is  transcenden- 
tal and  ineffable  in  human  experience.  Lan- 
guage is  one-dimensional;  painting  is  two;  sculp- 
ture is  three;  and  music  is  beyond  dimension. 
The  person  who  has  no  transactions  with  music 
is  walking  on  flypaper. 

3.  Psychomotor  control  is  the  cockpit  of  wis- 
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dom,  the  ultimate  goal  of  learning.  Frantic  de- 
mands for  freedom  without  inhibition  (eleu- 
theromania)  are  infantile  and  self  defeating.  A 
dramatic  illustration  is  the  modern  dance,  with 
its  unskilled  and  deliberately  uncontrolled 
spasms  and  jerkings:  an  idiot  climbing  a ladder 
that  isn’t  there!  Contrast  that  with  the  free  and 
fluid  loveliness  of  the  waltz.  The  delicate  bal- 
ance between  force  and  restraint,  the  controlled 
and  carefully  directed  use  of  strength  must  be 
acquired  through  ballet-type  dancing  lessons  or 
in  gymnastics  and  sports.  Archery  comes  to  mind 
or  skating.  Any  skill  is  an  index  finger  of  wis- 
dom when  it  points  to  the  happy  freedom  which 
comes  with  control. 

4.  Psychology,  at  least  the  rudiments  of  psy- 
chology, should  have  been  learned  and  put  into 
practice  by  the  fourth  or  fifth  grade.  The  child 
is  quite  capable  of  grasping  the  significance  of 
the  various  defense  mechanisms  and  recognizing 
examples  in  himself  and  in  his  group. 

The  conflicts  of  the  child  have  very  little  to 
do  with  sex.  Let  that  teaching  be  postponed, 
according  to  our  principle  of  timing,  until  it 
will  be  of  use.  The  triangular  problem  of  the 
child  mainly  involves  his  increasing  need  of  self 
assertion.  That  drive  comes  into  constant  con- 
flict with  our  demands  for  obedience,  on  the  one 
hand,  and  with  the  undertow  of  his  own  de- 
pendency strivings  and  regression. 

At  first  his  attempts  to  cope  with  such  prob- 
lems will  be  awkward  and  often  unsuccessful. 
He  may  then  employ  one  or  another  of  the  de- 
fense mechanisms  in  trying  to  save  face.  Right 
away  he  should  have  an  explanation  of  the  dis- 
honesty and  disservice  of  hysteria;  for  example, 
repression  or  rationalization  or  projection.  He 
will  understand. 

It  seems  to  have  become  culturally  and  eco- 
nomically feasible  to  treat  the  twenty  year  old 
as  if  he  were  ten,  and  the  ten  year  old  as  if  he 
were  five.  We  rationalize  that  we  are  being  in- 
dulgent and  sheltering.  We  are  in  fact  destruc- 
tively condescending. 

The  child  of  ten  is  much  older,  biologically 
and  psychologically,  much  more  mature  than 
we  care  to  think  or  care  to  let  him  think.  By 
that  age  he  should  have  become  familiar  with 
the  different  personality  types  and  he  should 
be  fully  aware  of  the  strengths  and  weaknesses 
of  his  own.  He  has  a right  to  this  information 
and  a need  to  put  it  to  work  while  he  still  has 
time. 


ANOTHER  PITHY  PIONEER  PHYSICIAN  OF  TERRITORIAL  ARIZONA 


ALEXANDER  M.  TUTHILL,  AA.D. 

(More  affectionately  known  as  "King  Tut") 

By  Dry  Gulch  Jake 

Not  a few  famous  physician  soldiers  came 
through  Arizona  with  the  army,  but  Arizona 
can  claim  as  its  very  own,  or  almost  so,  Dr. 
Tuthill  who  became,  at  least  in  this  writers 
opinion,  the  most  famous  of  the  soldier-physi- 
cian of  early  Arizona. 

These  columns  have  already  commented  to 
some  degree  upon  this  colorful  character,  but 
there  may  now  be  some  new-comers  in  our  state 
who  would  be  curious  about  some  of  the  men 
who  contended  with  medical  problems  before 
the  advent  of  SMA-12  and  other  exotic  aids. 

The  Arizona  Republic  in  January  27,  1952, 
commented,  “Arizona’s  most  distinguished  Doc- 
tor General  has  decided  to  give  up  his  medical 
practice,  after  56  years  of  administering  to  ill 
and  afflicted.  He  will  retire  February  1 and  close 
his  office  in  the  Professional  Building.  He  was 
one  of  the  first  tenants  in  the  building  when  it 
was  completed  two  decades  ago.”  ( Now  twenty 
years  later  not  a physician’s  office  remains  in 
the  Professional  Building,  it  is  now  been  filled 
with  computers,  bankers,  and  clerks. ) 

Tut  was  born  in  New  York  in  1871,  moved  to 
California  in  1877,  and  enlisted  in  the  Cavalry, 
Troop  D of  the  California  National  Guard  in 
1896.  At  a review  of  the  California  Guard  by 
the  Governor,  Tut  broke  up  the  whole  show  by 
losing  control  of  his  horse  which  ran  through 


the  Governor’s  party. 

In  1898  after  finishing  medical  school  he  left 
the  California  clime  to  take  a position  as  Surgeon 
at  the  mines  in  Morenci,  Arizona.  He  first  be- 
came Assistant  Surgeon  for  the  Detroit  Copper 
Company  and  the  Arizona  Copper  Company  at 
Morenci.  Two  years  later  the  two  companies 
separated  their  medical  staff  and  Dr.  Tuthill 
remained  with  the  Arizona  Company  and  in 
1903  he  became  Chief  Surgeon  of  the  Detroit 
Company  a subsiderary  of  the  Phelps  Dodge 
Corporation. 

His  patients  were  largely  miners  and  their 
families  in  the  hilly  country  around  Morenci  and 
Clifton,  and  frequently  he  couldn’t  even  use  a 
buggy  to  make  his  rounds,  but  usually  went  on 
horseback.  Delivery  of  babies  in  huts,  with  dirt 
floors  was  a matter  of  daily  occurrence.  When 
the  miners  went  on  strike  they  were  very  care- 
ful when  violence  broke  out  to  protect  El  Doc- 
teur  for  they  didn’t  know  when  his  services 
would  be  necessary  to  mend  their  injuries  which 
might  be  incurred  in  the  fracas. 

At  Morenci  in  1903  he  helped  to  organize  a 
National  Guard  Cavalry  Troop  and  his  comrades 
unanimously  elected  him  to  the  captaincy.  (You 
will  recall  that  this  was  still  the  day  when  offi- 
cers were  elected  by  the  volunteer  troops. ) 

Tut  was  known  for  some  of  his  rather  curt 
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phrases  and  actions,  and  perhaps  one  of  the 
earliest  that  is  recorded  ran  something  like  this. 

In  1910  the  first  Arizona  Infantry  commanded 
by  Col.  Tuthill  was  sent  to  Atascerdero,  Califor- 
nia for  training.  On  arrival  it  was  raining  so  he 
ordered  the  pullman  moved  to  the  side-track 
and  kept  his  men  in  their  berths,  at  some  ex- 
pense to  the  government.  Explanations  were  ask- 
ed for  and  received,  “Until  at  about  the  Fortieth 
Endorsement  of  the  War  Department  asked,  ‘by 
whose  authority  were  these  pullman  cars  held 
over  night?’.”  They  got  the  following  reply, 
“Mine.  Tuthill.”  And  that  was  the  end  of  the 
exchange  of  endearments. 

At  another  time  in  1916  at  a dance  held  by 
the  officers  in  Naco,  Arizona  probably  in  the 
Bullet  Proof  Hotel,  Col.  Tuthill  was  informed 
that  the  orchestra  was  composed  of  union  men 
and  that  playing  would  cease  at  midnight.  “I 
am  a union  man  myself,  play  on”  and  they  did. 

At  another  time  in  1917  when  he  command- 
ed 79th  Brigade,  40th  Division;  during  the  man- 
euvers at  Camp  Kearney  when  all  the  officers 
were  assembled  for  the  critique,  after  a very  dis- 
appointing day,  General  Tuthill  made  the  fol- 
lowing critique,  “You  Embryo  Napoleons,  I 
wouldn’t  trade  the  entire  officer  personnel  of 
this  brigade  for  the  froth  of  one  cold  bottle 
of  beer.  The  critique  is  over,  you  are  excused.” 

In  France  in  1918,  in  fact  he  was  about  the 
only  National  Guard  General  officer  to  retain 
his  command  in  France,  when  his  brigade  was 
in  the  rear  area  training,  General  Tuthill  be- 
came inquisitive  as  to  how  matters  were  being 
handled  at  the  front.  Without  permission  or 
excuse  he  drove  to  Verdun  to  inspect  the  front 
lines  and  see  what  was  going  on.  A high  ex- 
plosive shell  landed  near  him.  The  General’s 
pipe  fell  on  the  ground,  struck  a rock  and  broke. 
“Every  time  I tell  that  story,”  General  Tuthill 
mused,  “the  shell  strikes  closer  to  me,  and  if  I 
don’t  stop  telling  it,  I fear  that  some  day  it  will 
land  too  near  and  I shall  become  a casualty.” 

In  1919  returning  from  France,  the  General 
was  greeted  by  reporters  in  New  York.  “What 
decorations  did  you  receive  overseas?”  A reporter 
asked.  “I  received  the  Pomme-de-Terre,”  the 
straight  faced  brigadier  informed  the  reporter 
who  wrote  down  the  information  in  all  good 
faith  and  was  only  prevented  from  printing  it 
by  less  gullible  brothers  of  the  editorial  Fourth 
Estate. 


In  1928  as  Brigade  Commander  of  the  45th 
Division,  he  received  an  order  report  for  exam- 
ination to  reenter  the  guard.  General  Tuthill 
dropped  the  telegraphic  order  in  his  customary 
file,  the  wastebasket,  and  three  days  later  he 
received  a wire  that  his  examination  had  been 
held  and  his  appointment  would  be  immediate- 
ly forthcoming  although  he  never  even  answer- 
ed the  wire  let  alone  any  questions. 

After  War  I he  returned  to  Phoenix,  took  up 
practice  of  medicine  again  and  also  returned  to 
duty  with  the  National  Guard,  then  as  Adjutant 
General.  He  served  in  this  capacity  through 
both  Democratic  and  Republican  administrations 
and  he  always  served  notice  on  the  oncoming 
governor  that  when  he  was  reappointed,  that 
if  they  wanted  his  resignation,  “ They  could 
just  name  one  captain  of  the  National  Guard,” 
and  they  would  have  his  resignation  immediate- 
ly- 

Another  officer  recalled  that  at  a summer 
encampment  outside  of  Flagstaff  the  General 
was  especially  displeased  with  the  way  the 
exercises  have  been  conducted.  He  pointed  out 
not  only  the  errors  in  command,  and  errors  in 
carrying  out  directives  but  he  also  sighted  many 
errors  that  he  had  personally  observed  on  the 
field. 

At  the  critique,  without  further  adieu,  the 
General  stormed,  “This  is  so  low  in  training 
index  that  we  have  established  here  through 
the  years  that  I expected  to  have  the  resignations 
of  three  and  perhaps  four  officers  on  my  desk 
when  I return  to  Phoenix,  Monday  next.”  Three 
of  them  did  resign,  but  one  of  those  he  particu- 
larly referred  to  did  not.  This  officer  received 
one  of  Tuthill’s  famous  terse  telegrams.  “Your 
resignation  accepted,”  signed  Tuthill. 

In  1940  a local  paper  mentioned  Tuthill’s 
name  as  a possible  candidate  for  Governor.  He 
was  later  approached  by  some  of  his  fellow 
Arizonians  to  run  for  Governor,  and  he  declared, 
“That  he  would  not  take  the  job  if  elected,  be- 
cause of  the  10,000  undesirable  acquaintances 
I would  have  to  make  in  order  to  be  elected. 
Furthermore,  I’d  have  every  unemployable  bum 
in  the  State  of  Arizona  seeking  a job,  I simply 
won’t  run.” 

During  W.W.  II  while  Tuthill  was  still  Adju- 
tant General  of  the  State,  there  was  great  dif- 
ficulty with  the  large  number  of  troops  which 
arrived  in  Phoenix  each  weekend  on  pass.  There 
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Reviewing  party  during  inspection  of  Fourth  Sunshine  Division.  In  early  March  of  1919  near  Burdeaux,  France. 
Front  row:  left  to  right:  General  Tuthill,  Acting  Division  Commander,  General  Pershing,  Commander,  American  Ex- 
peditionary Forces.  General  Walsh. 


were  numerous  training  areas  in  the  vicinity, 
especially  the  Air  Force  Bases.  He  placed  unde- 
sirable areas  in  Phoenix  off  limits,  and  then 
doubled  the  shore  patrol  and  the  military  police 
patrols.  With  all  of  these  precautions  there  was 
still  a bit  of  hell  raised  every  weekend.  One 
devout  religionist  approached  him  and  asked 
him  if  there  wasn’t  something  the  General  could 
do  to  stop  this  den  of  iniquity  which  was  de- 
veloping in  Phoenix.  The  General  asked  this  man 
of  the  cloth  if  there  were  any  suggestions,  to 
which  he  replied,  “Yes,  order  all  of  these  men 
to  church  on  Sunday  and  that  will  keep  them 
out  of  the  hands  of  the  devil.”  To  this  the  Gen- 
eral replied,  “Well,  neither  the  President  of  the 
United  States  nor  I,  nor  any  of  the  men’s  com- 
manding officers  can  order  them  to  attend 
church;  we  can  order  them  into  battle  to  be 
killed,  but  not  to  church.”  Well,  this  somewhat 
incensed  the  man  of  religion  who  mumbled 
something  about  the  military  had  never  tried 
religion,  and  the  General  asked  his  visitor  if 
he  thought  religion  had  ever  been  tried  in  the 
world.  The  delegate  replied,  “no,”  and  to  this 
the  General  rejoined,  “Well,  we  spent  a hell  of 


a lot  of  money  on  some  damn  poor  religious 
salesmen  then.” 

Lt.  General  Louis  B.  Hershey,  formerly  di- 
rector of  the  Selective  Service  System  has  on 
the  wall  of  his  den  a reminder  to  keep  his  direc- 
tives clear  and  simple.  A telegram  sent  to  him 
on  December  17,  1941,  by  General  A.  M.  Tut- 
hill, Arizona  Draft  Director;  “Just  received  in- 
structions as  to  screening  examinations.  Stop. 
My  God.  Bepeat.  My  God.  signed  Tuthill.” 
They  were  fast  friends  and  continued  so  until 
Tut’s  death  in  1958. 

General  Hershey  wrote,  “In  a recital  of  his 
many  accomplishments  and  his  eminant  success 
each  fails  to  give  an  adequate  description  of 
‘King  Tut’  as  he  was  affectionately  called.  He 
somehow  reflected  a ruggedness  of  the  State 
which  he  done  so  much  to  build.  There  was 
never  any  doubt  about  what  he  stood  for,  even 
less  doubt  about  what  he  would  stand  for.  He 
was  forthright  and  the  chips  might  fall  where 
they  may  — . His  integrity  like  the  mountains 
of  his  State,  stood  high  and  as  inmovable.” 

This  is  a very  fitting  epitaph  to  Arizona’s  most 
famous  soldier  physician. 
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THE  ROLE  OF  THE  PHYSICIAN  AS  A 
MEMBER  OF  THE  HOSPITAL 
GOVERNING  BOARD 


JOSEPH  R.  CHRISTIAN,  AA.D. 

Professor  and  Chairman 
Department  of  Pediatrics 
Rush  Medical  College 
Chairman,  Department  of  Pediatrics 
Rush-Presbyterian-St.  Luke's  Medical  Center 

The  assignment  of  specific  functions  of  re- 
view, analysis  and  evaluation  of  medical  care 
to  the  medical  staff  is,  in  many  instances,  er- 
roneously interpreted  as  complete  delegation  of 
legal  responsibility  by  the  hospital  governing 
board.  The  failure  of  some  physicians  to  totally 
accept  legal  decisions  which  unequivocally  ob- 
ligate the  hospital  governing  board  with  the 

Address  to  Annual  Meeting  of  Active  and  Honorary  Staff  of 
St.  Joseph’s  Hospital  and  Medical  Center,  Phoenix,  Arizona.  De- 
cember 13,  1971. 


ultimate  legal  responsibility  for  the  quality  of 
medical  care,  creates  a dilemma.  An  obvious 
solution  is  the  active  participation  of  the  phy- 
sician as  a member  of  the  hospital  governing 
board. 

In  the  early  thirties,  Malcolm  McEachem, 
M.D.,  strongly  objected  to  physicians  serving 
on  the  hospital  governing  board.  His  objections 
were  that  the  physician  serving  on  the  govern- 
ing board  has  a competitive  advantage  over  his 
colleagues  in  private  practice;  represents  him- 
self rather  than  the  staff;  and  creates  a conflict 
of  interest  in  attempting  to  serve  the  hospital, 
the  community,  his  colleagues  and  his  own 
personal  interests. 

The  House  of  Delegates  of  the  American 
Medical  Association  approved  the  appointment 
of  physicians  to  serve  on  the  governing  boards 
of  hospitals  in  July,  1969.  Subsequently,  the  Joint 
Commission  on  Accreditation  of  Hospitals  at- 
tested to  the  eligibility  of  physician  members  on 
hospital  governing  boards. 

The  position  of  the  American  Medical  Asso- 
ciation and  the  Joint  Committee  on  Accredita- 
tion of  Hospitals  requires  interpretation.  The 
physician  with  educational  and  technical  com- 
petency, translatable  experience,  political,  social 
and  professional  objectivity  and  absolute  integ- 
rity can  and  should  serve  as  a member  of  the 
board.  Many  but  certainly  not  all  physicians 
meet  these  demanding  but  somewhat  idealistic 
requirements. 

The  traditional  preoccupation  of  the  medical 
profession  with  disease  has  resulted  in  the  con- 
centration of  highly  sophisticated  centers  of  un- 
paralleled excellence  within  the  medical  schools, 
universities  and  medical  centers  of  the  world. 
Environmental,  social  and  cultural  forces  have 
challenged  the  traditional  approach  and  have 
focused  on  the  inadequacies  in  providing  total 
health  care.  Total  health  care  has  become  the 
“right”  of  every  citizen  rather  than  a luxury 
or  privilege  for  a selected  few.  Health  care  de- 
livery systems  are  being  subjected  to  critical 
scrutiny.  Availability,  adequacy  and  efficiency 
are  paramount  in  the  planning,  development 
and  implementation  of  these  systems. 

The  conspicuous  instrument  to  provide  the 
resources,  manpower  and  services  at  the  com- 
munity level  is  the  hospital.  Guaranteed  quality 
is  essential  for  success.  Excellence  is  demanded 
and  mediocrity  can  no  longer  be  excused  by 
geography,  politics,  vested  interests,  ignorance 
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or  prejudice.  This  can  only  be  accomplished 
through  a coordinated  effort  of  the  medical  staff 
and  the  governing  board  of  the  hospital  by 
voluntarily  applying  basic  principles  of  organi- 
zation, administration  and  maintenance  of  essen- 
tial services  for  efficient  patient  care.  Accounta- 
bility for  all  facets  of  hospital  operation  includ- 
ing guaranteed  continuous  quality  in  the  de- 
delivery of  health  care,  is  the  sole  responsibility 
of  the  hospital  governing  board.  This  implies 
a legal  and  moral  obligation  to  the  sponsoring 
group,  the  community,  the  patient,  the  employ- 
ees, agents  and  health  professionals  of  the  insti- 
tution. The  standards  set  forth  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  are  spe- 
cific in  principle  but  can  be  broadly  interpreted 
at  the  individual  hospital  level  to  provide  the 
guidelines  of  responsibility  and  function. 

The  autonomy  and  right  of  self-determina- 
tion of  the  physician,  other  health  professionals, 
owners  and  controllers  of  health  care  facilities 
are  constantly  challenged  by  the  consumer,  the 
community  and  third  party  payers,  private  and 
governmental.  The  decrease  of  autonomy  and 
the  careful  delineation  of  rights  of  self-deter- 
mination is  obligating  the  health  care  system 
and  its  providers  to  greater  responsibility  and 
accountability. 

The  bylaws  of  the  health  care  institution  must 
clearly  indicate  the  powers  and  duties  of  its 
governing  board  officers,  committees  and  the 
chief  executive  officer.  Also,  the  qualifications, 
method  of  selection,  and  term  of  appointment 
of  its  members,  their  officers  and  committees 
should  be  included. 

The  Medical  Staff,  however,  must  also  provide 
a set  of  bylaws,  through  which  self-government 
and  accountability  to  the  governing  board  can 
be  established.  These  staff  bylaws  are  subject 
to  the  approval  of  the  governing  board,  whose 
responibility  cannot  be  delegated.  The  assign- 
ment of  specific  functions  of  review,  analysis 
and  evaluation  of  medical  care  to  the  medical 
staff  is  in  many  instances,  erroneously  inter- 
preted as  complete  delegation  of  legal  respon- 
sibility by  the  governing  board.  Failure  to  total- 
ly accept  court  decisions,  accreditation  require- 
ments and  licensure  regulations  which  unequiv- 
ocally obligate  the  hospital  governing  board  with 
the  ultimate  legal  responsibility  for  the  quality 
and  quantity  of  health  care,  creates  a dilemma. 
The  failure  of  a board’s  chief  executive  officer 
to  interfere  with  substandard  medical  practice 


when  the  medical  staff  itself  defaulted,  is  the 
basis  of  the  much  quoted  Darling  Case.  It  must, 
therefore,  be  made  unequivocally  clear  in  the 
medical  staff  bylaws  as  well  as  the  bylaws  of 
the  governing  board  that  there  cannot  be  assign- 
ment, referral  or  delegation  of  the  governing 
board’s  authority  or  responsibility. 

In  discharging  its  responsibilities,  the  gov- 
erning board  must  establish  a mechanism  of 
selection  of  its  officers,  committees  and  the  chief 
executive  officer  which  will  result  in  an  organi- 
zation with  the  capacity  to  define  the  institu- 
tion’s objectives  and  major  policies.  Continuous 
planning  and  development  of  programs  to  in- 
sure stability  and  growth  to  meet  future  needs 
are  primary  requisites.  This  demands  active  par- 
ticipation of  knowledgeable  members  who  con- 
sider their  service  a privilege,  rather  than  an 
unpleasant  duty. 

Adequate  orientation  of  new  members  and 
continuing  members  are  essential  ingredients  of 
successful  board  functioning.  Social,  cultural, 
political  and  economic  forces  in  the  community 
served  by  the  institution,  must  be  identified 
and  translated  into  suitable  operations.  A broad 
spectrum  of  talent,  individuality  and  collective- 
ly, is  required  for  competency  of  action.  Optimal 
management  precludes  medical  ( health  care  pro- 
fessionals), legal,  financial,  industrial,  engineer- 
ing, managerial,  consumer  and  possibly  political 
representation. 

The  number  of  available  individuals  will,  to 
a great  extent,  be  determined  by  geography, 
population  density  and  other  demographic  de- 
terminants. The  size  and  makeup  of  the  indi- 
vidual board  should  reflect  the  size  and  com- 
plexity of  the  institution.  A board  of  four  or 
five  carefully  selected  participants  can  usually 
function  more  realistically  and  remain  viable, 
whereas  a large  board  randomly  selected  is  in- 
evitably a failure.  Qualified  consultants,  not 
necessarily  local,  can  be  utilized  to  implement 
or  to  advise  in  specific  projects  for  which  an 
expert  is  unavailable  on  the  board  or  within 
the  community.  The  guidelines  for  the  relation- 
ship of  the  governing  board,  the  medical  and 
hospital  staff  and  the  community  must  be  care- 
fully defined. 

It  is  the  responsibility  of  the  board  to  en- 
sure protection  to  the  corporate  structure,  the 
sponsoring  group,  the  physician,  the  patient  and 
the  community,  through  the  establishment  of 
an  adequate  system  of  review.  A means  of  en- 
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suring  a procedure  for  obtaining  adequate  in- 
formation for  making  these  formidable  deci- 
sions is  imperative.  Petty  jealousies,  competition 
or  egocentricities  cannot  prevail. 

Medical  staff  appointments,  re-appointments, 
assignment  or  limitation  of  staff  privileges  are 
the  sole  responsibility  of  the  governing  body. 
However,  the  recommendations  for  these  deci- 
sions are  made  by  the  staff  members  to  the 
board,  only  after  careful  consideration  of  the 
applicant  or  individual,  his  qualifications,  ex- 
perience, competency  and  the  scope  of  the  priv- 
ileges in  question. 

The  personal  conduct  of  the  physician  in  the 
hospital  reflects  a tradition  of  dignity  and  re- 
spect and  can  only  be  presented  by  continuous 
peer  analysis,  and  appropriate  action  by  an  in- 
formed and  understanding  governing  board.  The 
physician  whose  personal  conduct,  within  the 
hospital  or  the  community  which  he  serves,  does 
not  reflect  the  high  moral  and  ethical  standards 
demanded  of  him,  cannot  be  permitted  to  enjoy 
the  privileges  of  his  concerned  peers.  There  can 
be  no  absolute  right  of  the  individual  physi- 
cian to  demand  the  benefits  of  hospital  priv- 
ileges, however,  there  must  be  an  adequate  ap- 
peal mechanism  which  protects  the  rights  of  any 
physician  whose  privileges  have  been  challenged. 

The  medical  staff,  through  its  bylaws,  estab- 
lishes a framework  of  self-government  and  an 
accountability  to  the  governing  board.  Judgment 
and  discipline  in  areas  of  competence  can  only 
result  after  documentation  of  failure  to  comply 
with  established  rules  and  regulations  of  con- 
duct. 

The  cooperation  of  the  governing  board  and 
the  medical  staff  can  be  encumbered  by  an 
inadequate  or  sometimes  unreasonable  line  of 
communication.  Effective  communication  can 
best  be  established  through  a mutual  participa- 
tion of  medical  staff  and  board  members  in  the 
development  of  policy  decisions  in  manage- 
ment and  patient  care.  Joint  meetings  of  the 
governing  board  and  the  medical  staff  execu- 
tive committee  can  provide  a mechanism  of 
investigating  matters  of  common  interest  and 
major  policy  decisions.  Physician  participation 
in  the  proceedings  of  the  committees  of  the  gov- 
erning board  and  board  member  participation 
in  the  proceedings  of  the  committees  of  the 
medical  staff  can  greatly  aid  in  destroying  the 
towers  of  suspicion  and  result  in  successful  col- 
laborative action.  The  mechanism  for  providing 


an  informed  medical  staff  and  governing  board 
may  vary,  however,  it  can  ultimately  result  in 
a successful  achievement  of  the  hospital’s  major 
objectives  and  ultimate  goals. 

At  the  1971  meeting  of  the  AM  A House  of 
Delegates,  the  role  of  the  medical  staff  member 
on  the  hospital  governing  board  was  consider- 
ed. The  following  position  was  taken: 

“Where  legally  permissable,  physicians  ac- 
tively practicing  in  the  community  who  are 
voting  members  of  the  medical  staff  shall  be 
eligible  for,  and  should  be  accorded,  mem- 
bership on  hospital  governing  bodies  and  their 
action  committees,  with  full  voting  privileges, 
in  the  same  manner  as  are  other  knowledge- 
able and  effective  individuals.  They  should 
be  nominated  by  the  medical  staff  and  they 
should  be  willing  and  able  to  serve.” 

The  criteria  for  selection  of  nominees  were: 

“(1)  The  physician  should  be  a voting 
member  of  the  medical  staff,  who  actively 
practices  within  the  community  served  by  the 
hospital,  and  preferably,  resides  within  it. 

(2)  The  physician  should  have  knowledge 
of  the  overall  problems  of  the  community. 

(3)  The  physician  should  have  exhibited 
leadership  and  willingness  to  serve  within  the 
organizational  structure  of  the  medical  staff. 

(4)  Because  the  local  medical  society  is  an 
important  part  of  any  hospital  community,  it 
would  seem  advisable  that  the  physician  have 
active  membership  in  that  society.” 

The  methods  for  selection  of  nominees  were: 

“(1)  The  medical  staff  may  be  asked  to 
submit  one  nominee  for  appointment. 

(2)  Multiple  nominations  may  be  request- 
ed with  the  final  selection  of  the  physician 
or  physicians  left  to  the  governing  body;  or 

(3)  Membership  on  the  governing  body 
may  be  automatically  a function  of  the  pres- 
ident of  the  medical  staff.” 

And  suggestions  regarding  the  role  of  physi- 
cian members  were: 

“(1)  The  physician  member  of  the  govern- 
ing body  should  provide  scientific  and  medi- 
cal knowledge  to  the  deliberative  and  policy- 
making functions  of  the  governing  body.  Be- 
cause of  this  role,  it  is  felt  that  he  should 
be  a member  of  its  executive  committee. 

( 2 ) The  physician  member  of  the  governing 
body  should  work  toward  achieving  coopera- 
tion between  the  medical  staff  and  the  gov- 
erning body  in  establishing  and  achieving 
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common  goals  and  should  ensure  that  the  gov- 
erning body  is  continually  informed  of  the 
contributions  of  the  medical  staff  to  the 
achievement  of  these  goals. 

(3)  To  ensure  medical  staff  input  into  pol- 
icy affecting  hospital  management  and  patient 
care,  the  physician  member  of  the  governing 
body  should  encourage  medical  staff  represen- 
tation on  all  action  committees  of  the  gov- 
erning body.  , 

( 4 ) The  physician  member  of  the  governing 
body  should  become  knowledgeable  concern- 
ing financial  needs  of  the  hospital  and  its 
budgetary  problems  including  reimbursement 
patterns  of  third  party  payors.  He  should  en- 
courage policies  that  will  enable  the  adminis- 
tration to  function  effectively  in  maintaining 
control  over  expenditures.  Effective  liaison 
between  the  medical  staff  and  the  adminis- 
tration in  regard  to  proper  utilization  of  facili- 
ties and  services  should  also  be  supported. 

(5)  The  physician  member  of  the  govern- 
ing body  should  avoid  any  possibility  of  a 
conflict  of  interest  between  his  membership 
on  the  governing  body  and  his  membership 
on  the  medical  staff. 

His  professional  activities  should  be  sub- 
ject to  the  bylaws,  rules  and  regulations  of 
the  medical  staff. 

He  should  not  attempt  to  use  his  position 


to  secure  favorable  consideration  of  his  pro- 
fessional status  or  that  of  any  other  member 
of  the  medical  staff.  The  physician  member 
should  also  respect  the  administrative  respon- 
sibility of  the  chief  executive  officer  of  the 
hospital.” 

In  the  August,  1971  Guide  Issue  of  Hospitals, 
J.A.H.A.,  Theodore  Goldberg,  Ph.D.  and  Ronald 
Hemmelgarn  reported  the  results  of  a survey  of 
area  hospitals  which  was  conducted  by  the 
Michigan  Health  and  Social  Security  Research 
Institute  with  the  assistance  of  the  Greater  De- 
troit Area  Hospital  Council  to  procure  the  names 
and  occupations  of  the  members  of  57  hospital 
governing  boards.  The  survey  included  board 
composition  by  occupation  and  type  of  control 
as  well  as  by  occupation  and  size  of  hospital. 
The  results  are  shown  in  the  following  tables: 
Board  members  of  the  government  controlled 
hospitals  are  usually  appointed  by  a publicly 
elected  official  or  body.  Boards  of  hospitals 
owned  by  religious  groups  vary  widely  but  are 
undergoing  the  greatest  change.  Some  continue 
to  be  completely  controlled  without  lay  par- 
ticipation. Osteopathic  hospitals  have  the  largest 
number  of  physicians  participating. 

This  listing  of  hospital  board  composition  may 
or  may  not  reflect  the  national  scene.  However, 
in  this  critical  period  of  review,  when  profes- 
sional and  accreditation  agencies  are  reversing 


TABLE  1.  BOARD  COMPOSITION  BY  OCCUPATION  AND  TYPE  OF  CONTROL 


Type  of  Control 

Occupation 

All 

hospitals 

(Boards-48, 

members-702) 

Government 

(Boards-7, 

members-88) 

Religious 

group 

(Boards-7, 

members-84) 

Osteopathic 

(Boards-8, 

members-94) 

Other 

not-for-profit 

(Boards-26, 

members-436) 

Business 

Nonhealth 

50.3% 

44.3% 

26.2% 

39.4% 

58.5% 

professional 

Health 

13.1 

10.2 

2.4 

18.1 

14.7 

personnel 

13.0 

7.9 

".1 

28.1 

11.7 

Other 

21.1 

34.1 

62.0 

13.8 

12.2 

Unknown 

2.6 

3.4 

2.4 

0.0 

3.0 

TABLE  2.  BOARD  COMPOSITION  BY  OCCUPATION  AND  BY  SIZE  OF  HOSPITAL 


(EXCLUDING  GOVERNMENT  AND  RELIGIOUS  HOSPITALS) 

Occupation 

Hospital  Size 

Total 

(Boards-34, 

members-530) 

100  and  under 
(Boards-12, 
members-114) 

101-300 

(Boards-13, 

members-201) 

301  + 
(Boards-9, 
members-215) 

Business 

55.5% 

50.0% 

46.3% 

66,5% 

Nonhealth  professional 

15.3 

12.3 

15.4 

16.3 

Health  personnel 

14.7 

18.4 

17.4 

10.2 

Other 

12:5 

19,3 

14.4 

7.0 

Unknown 

2.5 

0.0 

6.5 

0.0 
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their  attitudes  toward  the  physician’s  role  on 
governing  boards,  the  mechanism  of  the  delivery 
of  health  care  including  planning,  development, 
utilization,  financing,  quality  control,  consumer 
participation,  manpower  distribution,  education- 
al implications  etc.,  becomes  a challenge. 

This  challenge  must  be  accepted  by  the  phy- 
sician, immediately.  Procrastination  at  this  point 
in  time,  can  result  in  the  total  rejection  or  re- 
placement of  the  physician  as  the  major  resource 
in  the  health  care  field. 

The  active  participation  and  cooperation  of  an 
informed  and  understanding  medical  staff,  ad- 
ministrative staff  and  governing  board  are  the 
necessary  ingredients  for  success. 

In  conclusion,  the  following  recommenda- 
tions are  made  for  an  immediate  plan  of  action: 

1.  Establish  hospital  goals,  intramural,  local, 
regional,  national. 

2.  Scrutinize  board  composition  in  relation 
to  hospital  goals. 

3.  Establish  qualifications  for  board  member- 
ship. 

4.  Screen  medical  staff  for  qualified  candi- 
dates. 

5.  Establish  areas  of  physician  participation 
by  priority  i.e.,  quality  control,  community  needs, 
medical  education,  etc. 

6.  Establish  clearly  defined  guidelines  for  the 
relationship  of  the  governing  board,  the  medical 
and  hospital  staff  and  the  community  through 
the  medical  staff  bylaws. 

7.  Establish  rigid  standards  for  participation 
i.e.  attendance,  committee  activity,  term  of  duty, 
cause  and  procedure  for  removal,  age  limit,  etc. 

8.  Provide  alternative  methods  of  expert  parti- 
cipation when  scope  of  staff  activity  is  limited, 
i.e.  consultant  board. 

9.  Establish  reasonable  lines  of  communica- 
tion by  reciprocal  liaison  or  the  joint  conference 
committee,  the  executive  committee  of  the  med- 
ical staff,  the  executive  committee  and  the  plan- 
ning and  development  committees  of  the  gov- 
erning board. 

10.  Establish  a program  for  the  orientation 
of  new  board  members  and  continuing  educa- 
tion for  all  participating  members  to  meet  the 
changing  demands  in  the  delivery  of  health  care. 


Dr.  Anderson  was  born  July  3,  1930,  in  Brook- 
lyn, New  York.  He  attended  Medical  School  at 
New  York  Medical  College  from  where  he  ob- 
tained his  M.D.  degree  in  June  of  1954.  His  pre- 
liminary college  education  was  obtained  from 
The  University  of  Michigan,  Ann  Arbor,  Michi- 
gan. His  internship  was  taken  at  Ohio  State 
University  Hospital,  Columbus,  Ohio.  His  resi- 
dency was  at  Temple  University  Medical  Center, 
Philadelphia,  Pennsylvania,  from  1957  to  1960. 

Dr.  Anderson  was  a board  eligible  psychia- 
trist. He  had  some  teaching  experience  as  an 
Associate  at  Temple  University  Medical  Center 
and  also  a staff  appointment.  He  had  staff  ap- 
pointments at  Frankford  Hospital,  Philadelphia 
and  Wissahickon  Hall  Hospital,  Philadelphia. 
He  became  licensed  in  the  State  of  Arizona  in 
1966,  a member  of  Pima  County  Medical  So- 
ciety and  the  Arizona  Medical  Association  the 
same  year. 


NORMAN  E.  ANDERSON,  M.D. 
1930-1971 
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IRA  M.  BRYANT,  M.D. 

1896-1971 

Arizona  lost  one  of  its  senior  Physicians  on 
on  December  17,  1971  with  the  passing  of  Ira 
M.  Bryant,  M.D.  after  a lengthly  illness,  which 
included  a three  month  period  in  the  USVA 
Hospital  at  Prescott.  Ira  had  recently  been  re- 
turned to  Mesa,  where  he  expired  in  the  Golden 
Mesa  Extended  Care  Facility. 

Born  and  educated  in  Pittsburgh,  Penn.  Dr. 
Bryant  practiced  in  that  city  until  moving  to 
Mesa  in  1945,  except  for  an  interlude  of  service 
in  World  War  I.  Pre-medical  education  was 
completed  in  early  1918  and  the  M.D.  received 
in  1923,  both  from  the  University  of  Pittsburgh. 
Internship  and  Residency  in  Medicine  were  both 
done  in  St.  Francis  Hospital  in  Pittsburgh.  Dr. 
Bryant  was  Medical  Director  of  the  Pittsburgh 
City  Hospital  from  1936  until  1945.  Upon  ar- 
riving in  Mesa  in  the  latter  part  of  1945  he  en- 


tered General  Practice,  devoting  the  majority  of 
his  time  to  surgery.  In  1952  he  was  honored  by 
being  elected  Chief  of  Staff  of  the  Southside 
Hospital. 

During  the  great  Influenza  pandemic  of  1917- 
18,  Dr.  Bryant  was  a recruit  at  Camp  Funston, 
Kansas  where  the  disease  took  by  far  its  great- 
est toll,  deaths  numbering  well  into  the  thou- 
sands as  I well  remember.  While  operating  to- 
gether one  morning,  I noted  a tremor  in  his  hand, 
and  he  then  told  me  the  story  that  while  standing 
in  ranks  at  Funston  one  day,  he  suddenly  fell 
to  the  ground.  His  next  memory  was  of  riding 
a Combat  Wagon  back  to  his  outfit  three  weeks 
later;  the  interval  in  the  hospital  having  forever 
been  a blank  period  in  his  mind.  Presumably  a 
mild  Parkinsons  syndrome  resulted  from  the 
flu.  Fortunately  this  was  never  to  interfere  with 
his  surgical  or  other  professional  capability.  A 
mild  encephalitis  attack  caused  him  to  decide  to 
close  his  office  on  January  1,  1969.  Bilateral 
catarract  surgery  in  1958  posed  another  handi- 
cap with  which  he  also  managed  to  cope  success- 
fully. Since  closing  the  office  his  health  pro- 
gressively declined,  and  he  seldom  since  left 
his  home. 

Married  to  Virginia  Ludwig  on  March  15, 
1930,  the  union  produced  two  sons,  both  of  whom 
reside  in  Tempe,  Arizona. 

A member  of  the  Mesa  Elks  Lodge,  and  of 
the  Lutheran  Church,  Dr.  Bryant  was  not  other- 
wise active  in  social  or  community  affairs,  be- 
ing almost  totally  dedicated  to  his  practice. 

It  was  a matter  of  the  greatest  good  fortune 
to  me  to  have  enjoyed  his  friendship  and  guid- 
ance for  twenty-five  years.  We  regularly  assisted 
each  other,  and  he  was  never  to  decline  a re- 
quest for  advise  or  assistance  with  a patient, 
and  never  was  that  help  in  error. 

To  me  this  quiet  and  reserved  gentleman 
exemplified  the  greatest  tradition  of  a Physi- 
cian. 

V.  E.  Frazier,  M.D. 
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Letters  to  Editor 

J 


Dec.  22,  1971 

Mr.  Bruce  E.  Robinson 

Executive  Director 

Arizona  Medical  Association,  Inc. 

810  W.  Bethany  Home  Road 
Phoenix,  Arizona  85013 
Dear  Mr.  Robinson; 

Thank  you  for  sending  me  a copy  of  “Medi- 
cal Memos”  in  which  you  have  asked  for  volun- 
teer doctors  for  the  clinic  to  be  in  Marble 
Canyon. 

From  the  paragraph  that  appears  in  the  news- 
letter, I have  gotten  some  important  responses 
by  physicians  in  Arizona.  I don’t  know  what  I 
would  have  done  without  your  help  in  this  way! 
Up  to  now  I have  heard  from  four  doctors.  This 
is  a start  to  staffing  the  clinic.  I am  happy  you 
plan  to  run  the  solicitation  again  in  the  near 
future! 

Thank  you  for  your  assistance. 

Sincerely, 

Mrs.  Richard  Gaches 
Americanism  Chairman 
Junior  Ebell  Club  of  Anaheim 
619  Wayside  St. 

Anaheim,  Calif.  92805 
714-776-8412 


December  21,  1971 

John  R.  Green,  M.D. 

Editor,  Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 
Dear  Dr.  Green: 

In  the  December  issue  of  Arizona  Medicine, 
Dr.  John  Kennedy  wrote  a short,  cryptic  letter 
concerning  my  article  on  “Healing  ’Round  The 
World”  in  which  he  said:  “Perhaps  Doctor  Mc- 
Garey  would  do  for  Edgar  Cayce  what  Mary 
Baker  Eddy  did  for  ‘Doctor  Messmer’!”  This  was 
the  sum  total  of  his  letter. 

I do  not  have  Dr.  Kennedy’s  excellent  gift  of 
condensation  of  content,  having  rather  an  ex- 
pansive quality  in  my  writing.  But  I should 
like  to  reply  to  what  I think  is  his  question  or 
his  opinion,  since  I do  find  the  letter  difficult 
to  understand. 

It  seems  to  me  that  Dr.  Kennedy  was  say- 
ing: “Is  Doctor  McGarey  trying  to  make  a 
religion  out  of  the  opinion  and  conceptions  which 
Edgar  Cayce  authored,  much  as  Mary  Baker 
Eddy  took  the  ideas  of  ‘Doctor  Messmer’  and 
made  out  of  them  a sectarian  belief  and  an 
organized  church?” 

My  reply  to  this  is  a simple  and  profound 
“No.”  I’m  a Presbyterian  (as  was  Cayce,  inci- 
dently)  and  intend  to  remain  so.  And  it  would 
be  timely  to  point  out  that  Cayce,  in  all  of  his 
readings  dealing  with  this  question  of  religious 
belief,  spoke  sharply  against  anyone  making  a 
cult  or  a sect  out  of  the  psychic  work  which  he 
was  doing.  He  stated  simply  that  the  only  possi- 
bility for  significant  gain  out  of  these  psychic 
readings  lay  in  researching  the  ideas  proposed 
in  them. 

We  feel  this  way  about  any  new  idea  in  the 
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field  of  medicine,  don’t  we?  Research  for  us 
seems  to  be  a way  of  life,  since  every  physi- 
cian from  the  general  practitioner  all  the  way 
down  the  line  to  the  most  specialized  of  the 
specialists  really  tests  ideas,  concepts,  therapies 
in  his  practice,  never  ceasing  to  be  active  in 
looking  for  a better  way  in  which  he  might 
render  service  to  his  patients. 

This  letter  would  not  be  complete  without  a 
comment  on  the  Swiss  physician,  Anton  Mes- 
mer,  and  Mary  Baker  Eddy.  I am  not  well  read 
in  this  field,  so  I had  to  go  to  my  library  to  get 
information.  In  my  short  review  of  the  material 
at  hand,  I did  not  find  much  factual  relation- 
ship between  these  two  people.  I did,  however, 
discover  that  P.  P.  Quimby,  not  a physician,  but 
a well-known  early  19th  century  mesmerist,  and 
Mrs.  Eddy  were  in  contact  with  each  other.  It 
seems  that  there  was  once  a serious  conflict  of 
opinion  as  to  the  true  origin  of  Christian  Sci- 
ence between  adherents  of  the  Quimby  method 
of  mental  healing  and  those  who  felt  that  Mrs. 
Eddy  developed  the  techniques  for  which  she 
is  so  well  known.  Quimby  studied  and  used 
Mesmer’s  techniques  rather  extensively,  and 
Mary  Baker  Eddy  became  a patient  of  his  dur- 
ing these  times,  if  what  I read  is  correct. 

Thus,  there  apparently  was  a relationship  be- 
tween Mesmer’s  tenets  and  the  author  of  Science 
and  Health.  She  apparently,  however,  had  little 
regard  for  Mesmer’s  “animal  magnetism”  at  an 
official  level,  and  in  Dresser’s  The  Quimby 
Manuscripts,  she  is  quoted  as  having  called 
Quimby  “an  ignorant  mesmerist.” 

I am  more  fascinated,  however,  by  the  in- 
formation I uncovered  in  my  reading  which 
suggested  that  when  Quimby  first  used  mes- 
merist techniques,  he  hypothesized  that  elec- 
tricity was  being  generated  and  passed  from 
the  operator  to  the  subject.  This  is  interesting 
to  me,  in  light  of  what  I reported  in  my  paper 
having  seen  Croiset  do  to  a man  with  a para- 
lyzed leg  simply  by  placing  his  hands  close 
to  the  leg  on  either  side.  The  leg  jumped  and 
jerked  as  if  well  supplied  with  electrical  imput. 
This  was  nearly  three  years  ago  in  Holland. 
Then  just  three  months  ago,  I saw  two  different 
women  bring  about  movement  of  objects  with- 
out touching  them  physically.  This  was  in  Rus- 
sia — where  the  physicists  and  biophysiologists 
who  are  researching  such  phenomena  state  that 
movement  of  the  objects  is  brought  about  by 
two  factors : ( 1 ) a static  electricity  generated 


by  the  women  in  question  and  (2)  an  “X”  fac- 
tor which  they  call  psychic  and  which  they 
admit  they  don’t  understand. 

Dr.  Mesmer  theorized  that  his  cures  came 
about  because  of  a magnetism  generated  within 
the  human  body.  This  was  in  the  late  18th  cen- 
tury. Today,  another  story  comes  to  light.  Sister 
M.  Justa  Smith,  Chairman  of  the  Chemistry  De- 
partment at  Rosary  Hill  College  in  Buffalo,  New 
York,  worked  with  a retired  Hungarian  Army 
colonel  by  the  name  of  Oskar  Estebany,  who  is 
reputed  to  have  psychic  powers  of  healing  in 
his  hands.  Since  balanced  enzyme  systems  as 

part  of  normal  cellular  metabolism  play  an 
important  role  in  maintenance  of  health,  Sister 
Justa  devised  an  experiment.  She  had  Estebany 
hold  one  vial  of  the  enzyme  trypsin  in  his  hand 
for  75  minutes;  a second  was  exposed  to  ultra- 
violet radiation;  a third  was  exposed  to  a strong 
magnetic  field;  and  a fourth  was  given  no  treat- 
ment at  all.  Her  results  were  consistent,  repeat- 
ed, and  she  concludes  that  Estebany’s  hands 
bring  about  the  same  quatitative  and  qualitative 
effect  in  the  enzyme  as  the  magnetic  field.  Este- 
bany was  also  able  to  return  the  enzyme  which 
had  been  damaged  by  the  ultra-violet  light  back 
to  normal  through  treatment  by  holding  the  vial 
in  his  hand. 

I find  strange  events  like  this;  the  work  sen- 
sible people  are  doing  in  the  frontiers  of  the 
science  of  the  human  body  and  its  potential; 
the  ideas  and  the  concepts  which  I find  in  the 
Edgar  Cayce  material  — all  these  making  for  all 
of  us  a thoroughly  intriguing  and  exciting  new 
world. 

Sincerely, 

William  A.  McGarey,  M.D. 

January  3,  1972 
John  R.  Green,  M.D., 

Editor  Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  AZ.  85013 

Re:  Letter  of  December  21,  1971,  Dr.  McGarey 
to  Dr.  Green 
Dear  Sir: 

WOW. 

John  W.  Kennedy,  M.D. 

P.S.  Reference,  Mrs.  Eddy  Biography  of  a Vir- 
ginal Mind,  E.  F.  Dakin,  Charles  Scribner’s 
Sons  1929,  pp.  7-523. 

Editor’s  Note:  We  must  bring  this  exchange 
to  a close  for  the  present. 
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ArMA  Reports 
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THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REGUESTING  THEM. 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  at  810 
West  Bethany  Home  Road,  Phoenix,  Arizona,  on  Sun- 
day, December  12,  1971,  convened  at  10:08  a.m., 
Philip  Levy,  M.D.,  Chairman  presiding. 

MINUTES 

The  minutes  of  the  meeting  of  July  11,  1971,  were 
approved  as  distributed. 

1974  MEETING 

The  chairman  reported  that  confirmation  from  the  to 
be  built  Downtowner  Hotel  in  Tucson  has  been  received 
for  the  1974  meeting.  RECEIVED. 

1973  MEETING 

Confirmation  was  received  from  UCLA  that  they  are 
willing  to  provide  the  faculty  for  the  1973  annual  meet- 
ing. Dr.  Potter  indicated  that  he  will  be  visiting  Sherman 

M.  Mellinkoff,  M.D.,  Dean  of  the  School  of  Medicine 
at  UCLA  in  February  to  start  the  planning.  RECEIVED. 

1972  MEETING 

Board  of  Directors 

The  chairman  reported  that  the  Board  of  Directors 
had  approved  the  1972  format  as  it  had  been  submitted 
to  them. 

Young,  Smith  & Peacock,  Inc. 

The  Medical  Economics  Committee’s  suggestion  that 
the  above  firm  be  placed  on  the  program  was  discussed. 
It  was  determined  that  space  was  not  available  on  the 
program  and  that  this  firm  be  offered  the  opportunity 
to  exhibit. 

Scientific  Exhibits 

Following  extensive  discussion,  it  was  determined  to 
approve  the  following  exhibits: 

Continuous  Education  Regarding  Cancer,  Robert  H. 
Thoeny,  M.D. 

Cocci  and  the  Jet  Age,  Samuel  L.  Cohen,  M.D. 
Extremity  Complications  of  Heroin  Addiction,  Saul 

N.  Schreiber,  M.D. 

Orthotic  Devices  & Techniques,  Charles  A.  Sigars, 
C.O. 

Signs  & Symptoms  of  Common  Otologic  Problems, 
Leon  D.  Zeitzer,  M.D. 

A Clinico-Pathologic  Study  of  Familial  Emphysema, 
Jerome  C.  Rothbaum,  M.D.,  Mary  Fried,  Ph.D.,  Rich- 
ard S.  Armstrong,  M.D. 

Pulmonary  Regional  Medical  Program  & the  Special- 
ized Center  for  Pulmonary  Research  at  the  College  of 
Medicine,  Benjamin  Burrows,  M.D. 


Laparoscopy,  David  Pent,  M.D.,  Franklin  D.  Loffer, 
M.D. 

It  was  also  determined  that  the  following  be  offered 
space  in  the  commercial  booth  area  if  space  is  avail- 
able: 

Arizona  Opthalmological  Society,  Thomas  W.  Bauer, 
M.D. 

Regional  Medical  Program,  Lew  Riggs. 

Insects  & Flowers,  Edward  Terbush,  M.D. 

Student  Involvement  in  Statewide  Health  Care  De- 
livery Through  the  Dept,  of  Family  & Community 
Medicine,  Herbert  Abrams,  M.D. 

Local  Scientific  Papers 

Of  the  25  papers  which  were  submitted  for  considera- 
tion, ten  were  chosen  to  fill  the  ten  openings  on  the 
program. 

Finalized  Scientific  Program 

The  following  program,  which  includes  local  papers, 
was  agreed  upon: 


7:00  a.m. 
7:30  a.m. 


9:00  a.m. 


9:00  a.m. 
9:25  a.m. 


9:50  a.m. 


9:00  a.m. 
9:25  a.m. 


9:50  a.m. 
9:00  a.m. 


10:15  a.m. 
10:45  a.m. 


10:45  a.m. 
11:10  a.m. 


THURSDAY,  APRIL  27,  1972 

Breakfast:  — French  Quarter 
to  8:45  a.m. 

Panel  Discussion  — French  Quarter 
Title:  The  College  of  Medicine  — 1972 
Discussants: 

Jack  M.  Layton,  M.D. 

Robert  A.  Barbee,  M.D. 

George  H.  Adams,  Ph.D.,  M.D. 
to  10:15  a.m. 

Current  Scientific  Sessions 
SECTION  I — Embassy  Room  Above  Hotel 
Lobby 
Moderator: 

Title:  Management  of  the  Suspicious  Pap 
Smear 

Speaker:  William  C.  Scott,  M.D. 

Title:  Stress  Ulcer  — A Preventable  Disease 
Speaker:  Merrill  S.  Chernov,  M.D. 

Harry  W.  Hale,  Jr.,  M.D. 

MacDonald  Wood,  M.D. 

Title:  The  Pill  vs.  IUD 
Speaker:  Edward  Sattenspiel,  M.D. 
SECTION  II  — Room  A-l  Convention 
Center 
Moderator: 

Title:  A Backward  Look  at  Hip  Fractures 
Speaker:  Joseph  H.  Reno,  M.D. 

Title:  Surgical  Therapy  for  Portal  Hyper- 
tension 

Speaker:  Charles  L.  Witte,  M.D. 

Title:  Pulmonary  Complications  of  Trauma 
Speaker:  Leonard  F.  Peltier,  Ph.D.,  M.D. 
to  10:15  a.m. 

SECTION  III  — Room  A-2  Convention 
Center 

Panel  Discussion 

Title:  Angina  Pectoris  — Current  Approach 
to  Therapy 
Discussants: 

Jerome  C.  Robinson,  M.D. 

Vaughn 

Frank  I.  Marcus,  M.D. 
to  10:45  a.m. 

Visit  the  Exhibits 
to  12  noon 

Concurrent  Scientific  Sessions 
SECTION  I — Embassy  Room  above  Hotel 
Lobby 
Moderator: 

Title:  Treatment  of  Acute  Ventilatory 
Failure 
Speaker: 

Title:  Exercise  and  Stress  Exercise  Testing 
Speaker:  Frank  I.  Marcus,  M.D. 
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11:35  a.m. 


10:45  a.m. 
11:10  a.m. 

11:35  a.m. 
10:45  a.m. 

12:00  noon 
2:00  p.m. 

2:00  p.m. 
2:25  p.m. 
2:30  p.m. 

2:00  p.m. 
2:25  p.m. 
2:50  p.m. 
2:00  p.m. 

3:15  p.m. 
3:45  p.m. 

3:45  p.m. 

4:10  p.m. 
4:35  p.m. 
3:45  p.m. 


Title:  Sexual  Behavior  in  the  Senior  Citizen 
Speaker:  Charles  M.  Kerr,  M.D. 

SECTION  II  — Room  A-l  Convention 
Center 
Moderator: 

Title:  Treatment  of  Abdominal  Trauma 
Speaker:  D.  Scott  Clark,  M.D. 

Title:  Surgical  Management  of  Complica- 
tions following  Myocardial  Infarction 
Speaker:  Cecil  C.  Vaughn,  M.D. 

Charles  M.  Rucker,  M.D. 

Title:  Treatment  of  Skin  Cancer 
Speaker:  William  C.  Trier,  M.D. 
to  12  noon 

SECTION  III  — Room  A-2  Convention 
Center 

Panel  Discussion 

Title:  Parinotology  — Fetal  Maturity,  Cyto- 
genetics, Parental  Counseling,  etc. 
Discussants: 

Raymond  J.  Jennett,  M.D. 

C.  Donald  Christian,  M.D. 
to  1:45  p.m. 

Luncheon  Recess  and  Specialty  Society 
Luncheons 
to  3:15  p.m. 

Concurrent  Scientific  Sessions 
SECTION  I — Embassy  Room  above  Hotel 
Lobby 
Moderator: 

Title:  Clinical  Importance  of  Chronic 
Active  Hepatitis 

Speaker:  Charles  I.  Krone,  M.D. 

Title:  Bronchiogenic  Cysts  in  Children 
Speaker:  Victor  Valda,  M.D. 

David  S.  Trump,  M.D. 

Title:  The  Mechanism  of  Thrombosis 
Speaker:  Oscar  A.  Thorup,  Jr.,  M.D. 
SECTION  II  — Room  A-l  Convention 
Center 
Moderator: 

Title:  Sex  Education  for  Practicing 
Physicians 

Speaker:  Charles  M.  Kerr,  M.D. 

Title:  Coin  Lesions,  Pulmonary  in  the 
Southwest 

Speaker:  C.  Thomas  Read,  M.D. 

Title:  A Biphasic  Effect  of  Glucocorticoids 
on  Thyroid  Regulatory  Mechanisms 
Speaker:  M.  R.  Brown 
to  3:15  p.m. 

SECTION  III  — Room  A-2  Convention 
Center 

Panel  Discussion 

Title:  Current  Concepts  in  Blood  Replace- 
ment Therapy 
Discussants: 

Douglas  W.  Huestis,  M.D. 

Brown 

to  3:45  p.m. 

Recess  — Visit  the  Exhibits 
to  5:00  p.m. 

SECTION  I — Embassy  Room  above  Hotel 
Lobby 
Moderator: 

Title:  A Pediatrician  Looks  at  Risk  Factor 
In  Athersclerotic  Heart  Disease 
Speaker:  Glenn  Friedman,  M.D. 

Title:  Renal  Stone  Formation 
Speaker:  George  W.  Drach 
Title:  High  Risk  Pregnancy 
Speaker:  Reid 
to  5:00  p.m. 

SECTION  II  — Room  A-l  Convention 
Center 

Panel  Discussion 

Title:  Oral  Hypoglycemics 

Discussants: 


7:00  a.m. 
7:30  a.m. 


9:00  a.m. 


9:00  a.m. 
9:25  a.m. 

9:50  a.m. 


9:00  a.m. 
9:25  a.m. 


9:50  a.m. 
9:00  a.m. 


10:15  a.m. 
12:45  a.m. 


10:45  a.m. 

11:10  a.m. 
11:35  a.m. 

10:45  a.m. 
11:30  a.m. 
11:35  a.m. 

10:45  a.m. 


Phil  Levy,  M.D. 

Charles  A.  Nugent,  M.D. 

Shiao-wei  Shen,  M.D. 

Plus  one  chosen  by  Levy 

FRIDAY,  APRIL  28,  1972 

Breakfast  — French  Quarter 
to  8:45  a.m. 

Panel  Discussion  — French  Quarter 
Title:  Everything  You  Always  Wanted  To 
Know  About  Physician’s  Assistants,  but 
Were  Afraid  to  Ask 
Discussants: 

David  P.  Folkestad,  M.D. 

James  Justice 
Martha  Schweback 
Charles  Stevens 
Hugh  C.  Thompson,  Jr.,  M.D. 
to  10:15  a.m. 

Current  Scientific  Sessions 
SECTION  I — Embassy  Room  above  Hotel 
Lobby 
Moderator: 

Title:  Medical  Problems  of  Adolescence 
Speaker:  George  D.  Comerci,  M.D. 

Title:  The  Uses  and  Abuses  of  Spinal 
Traction  In  Cervical  and  Lumbar  Dis- 
orders 

Speaker:  Sam  C.  Colachis,  Jr.,  M.D. 

Title:  Evaluation  of  the  Patient  with 
Hypercalcemia 

Speaker:  Charles  A.  Nugent,  M.D. 
SECTION  II  — Room  A-l  Convention 
Center 
Moderator: 

Title:  Diagnosis  and  Treatment  of  Arrhyth- 
mias In  Myocardial  Infarction 
Speaker:  Brenden  Phibbs,  M.D. 

Title:  Psychiatric  Emergencies:  Evaluation 
and  Treatment 

Speaker:  Stephen  C.  Scheiber,  M.D. 

Title:  Bedside  Evaluation  Precordial  Motion 
Speaker:  Gordon  Ewy,  M.D. 
to  10:15  a.m. 

SECTION  III  — Room  A-2  Convention 
Center 

Panel  Discussion 

Title:  Reconstruction  of  Nerve  & Tendon 
Injuries  Associated  with  Trauma 
Discussants: 

John  W.  Madden,  M.D. 

Erie  E.  Peacock,  M.D. 
to  10:45 

Visit  the  Exhibits 
to  12  noon 

Concurrent  Scientific  Sessions 
SECTION  I — Embassy  Room  above  Hotel 
Lobby 
Moderator: 

Title:  Risk  Factors  in  Coronary  Artery 

Disease 

Speaker:  Samuel  Goldfein,  M.D. 

Title:  New  Concepts  of  Radiation  Therapy 
Speaker:  Boone 

Title:  Current  Role  of  Nuclear  Medicine 
Speaker:  Robert  O’Mara,  M.D. 

SECTION  II  — Room  A-l  Convention 
Moderator: 

Title:  Control  of  Pain 
Speaker:  Brown 

Title:  Treatment  of  Pilonidal  Sinus  Disease 
Speaker:  Davis 

Title:  Routine  Hospital  Pulmonary  Func- 
tion Screening 

Speaker:  Preston  F.  Smith,  M.C. 

Ron  Smith,  B.S. 
to  12  noon 

SECTION  III  — Room  A-2  Convention 
Center 
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12  noon  to 
2:00  p.m. 

2:00  p.m. 

2:25  p.m. 
2:50  p.m. 

2:00  p.m. 

2:25  p.m. 
2:50  p.m. 
2:00  p.m. 

3:15  p.m. 
3:45  p.m. 


Panel  Discussion 

Title:  Immunizations  — Practice  & Theory 
Discussants: 

Vincent  A.  Fulginiti,  M.D. 

Otto  Sieber,  M.D. 

David  Rif  kind,  M.D. 

R.  Neal  Pinckard,  M.D. 

David  O.  Lucas,  Ph.D. 

1:45  p.m. 

Luncheon  Recess  and  Specialty  Society 
Luncheons 
to  3:15  p.m. 

Concurrent  Scientific  Sessions 
SECTION  I — Embassy  Room  above  Hotel 
Lobby 
Moderator: 

Title:  Modern  Approach  To  Muscle  Disease 
In  Children 

Speaker:  Richard  G.  Curless,  M.D. 

Title:  The  First  Day  of  Life 
Speaker:  Tom  R.  Harris,  M.D. 

Title:  Anemia  In  the  Newborn 
Speaker:  James  J.  Corrigan,  M.D. 
SECTION  II  — Room  A-l  Convention 
Center 
Moderator: 

Title:  Surgical  Measures  To  Prevent  Pul- 
monary Emboli 

Speaker:  Mark  M.  Kartchner,  M.D. 

Duncan  W.  Campbell,  M.D. 

Donald  B.  Ewing,  M.D. 

Vernor  F.  Lovett,  M.D. 

Richard  G.  Sanderson,  M.D. 

Title:  Alternatives  to  Psychiatric  Hospitali- 
zation 

Speaker:  Allan  Beigel,  M.D. 

Title:  Investigation  of  Patients  with  Cor- 
rectable Causes  of  Hypertension 
Speaker:  Charles  A.  Nugent,  M.D. 
to  3:15  p.m. 

SECTION  III  — Room  A-2  Convention 
Center 

Panel  Discussion 
Title:  Renal  Failure 
Discussants: 
to  3:45  p.m. 

Recess  — Visit  the  Exhibits 
to  5:00  p.m. 

SECTION  I — Room  A-2  Convention 
Center 

Special  Session 

Title:  Medical  Jurisprudence 

Speaker:  Robert  J.  Joling,  J.D. 

OTHER  BUSINESS 


Future  Scientific  Exhibits 

It  was  suggested  that  for  future  meetings  we  provide 
an  exhibit  application  form  which  would  standardize 
and  provide  additional  information  for  the  committee’s 


use  in  evaluating  possible  applications.  It  was  suggested 
that  the  format  used  by  SAMA  might  be  explored. 

Moderator  Lights 

It  was  recommended  that  a light  system  be  develop- 
ed for  use  by  moderators  to  signal  speakers  of  the  time 
when  their  speaking  time  is  up.  Staff  is  to  explore  this. 
Future  Papers  from  Medical  Students 

It  was  recommended  that  when  medical  students 
submit  papers  in  the  future,  that  they  should  be  “co- 
sponsored” or  “introduced  by”  established  M.D.s. 

Meeting  adjourned  1:39  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
Bruce  E.  Robinson 
Executive  Director 
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HOBBY  SHOW  COMMITTEE 
1972  STATE  MEDICAL  CONVENTION 


Interest  is  mounting  in  the  forthcoming  Hob- 
by Show  to  be  sponsored  by  the  Arizona  Medical 
Association  Women’s  Auxiliary  at  the  Annual 
State  Convention,  scheduled  for  the  last  week 
in  April  at  the  Safari  Hotel  in  Scottsdale. 

The  Hobby  Show,  a perennial  favorite,  will  be 
a three-day  feature  of  the  convention,  with 
exhibits  on  display  from  April  26th  thru  April 
28th. 

The  theme  for  this  year  is  “Happiness  is  . . . 
Being  Involved.”  There  will  be  the  usual  Sweep- 
stake  Award  (voted  most  popular  by  visitors  of 
the  show),  and  numerous  Ribbons  of  Merit  in 
all  categories  (to  be  decided  upon  by  jury). 

Already  many  doctors  and  their  wives  are 
busily  preparing  some  exciting  entries.  The  rules 
are  quite  simple,  and  are  briefly  listed  below: 

1.  Only  works  not  previously  shown  in  this 
Hobbv  Show  will  be  eligible  for  exhibition. 

2.  Number  of  exhibits  will  be  limited  to  three 
per  person. 

3.  Entry  blanks  may  be  found  in  the  current 
issues  of  Arizona  Medicine,  Caduceus  Crier,  and 
Roundup.  They  must  be  sent  to  your  County 
Hobby  Show  representative  (listed  below)  by 
April  18th. 

4.  Exhibits  may  be  offered  for  sale  if  desired, 
with  the  price  to  be  set  by  each  individual 
exhibitor.  A small  fee  will  be  withheld  for  sup- 
port of  future  hobby  show  activities. 

The  Hobby  Show  has  become  a very  popular 
event  of  the  annual  State  Medical  Convention, 


and  each  year  brings  increased  participation. 
Show  Chairman,  Mrs.  Joseph  Szymber  and  her 
co-chairman,  Mrs.  Marion  A.  Jabczenski  are 
planning  a few  surprises  in  connection  with  this 
year’s  show,  including  a special  “hospitality” 
area.  They  urge  all  Auxiliary  members  and  their 
husbands  to  enter  their  hobbies,  arts  and  crafts, 
and  to  come  to  visit  and  vote  for  their  favorite 
exhibits.  Here  are  a few  suggested  entry  cate- 
gories: 

Oil  paintings,  water  colors,  acrylics,  charcoals, 
collages,  photography,  graphics,  ceramics,  carv- 
ings, sculpture,  needlecraft,  macrame,  and  bead 
work.  Other  categories  will  be  added  according 
to  hobbies  submitted. 

Following  is  a list  of  the  representatives  who 
will  assist  participants  in  the  entering  of  their 
exhibits : 

MARICOPA  COUNTY: 

Mrs.  Sidney  L.  Stovall 
8215  N.  11th  Ave.,  Phoenix 
Phone  955-8046 
YUMA  COUNTY: 

Mrs.  Franklyn  Johns 
2355  Chico  Lane,  Yuma 
Phone  783-5077 
PIMA  COUNTY: 

Mrs.  Fred  H.  Landeen 
4747  East  Fort  Lowell  Rd.,  Tucson 
YAVAPAI  COUNTY: 

Mrs.  Francis  Carr 

1244  Overstreet  Drive,  Prescott 


HOBBY  SHOW  REGISTRATION  FORM 

Mrs.  Joseph  Szymber 
1125  North  Williams  Street 

Mesa,  AZ  85201  Telephone  962-0073 

I would  like  to  enter  the  following  item(s)  in  the  Annual  Meeting  Hobby  Show  to  be  held  April  26-28, 
1972,  at  the  Safari  Hotel,  Scottsdale,  Arizona.  Entries  limited  to  three  items  per  person. 

Description  in  detail  


I agree  to  deliver  the  items  to  the  Convention  Center  of  the  Safari  Hotel,  Tuesday,  April  25,  1972, 
between  9 a.m.  and  5 p.m.,  if  possible.  I agree  to  pick  up  above  items  by  12  noon,  Friday,  April  28, 
1972. 

Name  

Address  
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Directory 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 

OFFICERS  AND  DIRECTORS  - 1971-72 


President— James  L.  Grobe,  M.D 

President-Elect— John  J.  Standifer,  M.D 

Vice  President— Philip  E.  Dew,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— William  C.  Scott,  M.D 

Speaker  of  the  House— Charles  E.  Henderson,  M.D 

Past  President— Fred  H.  Landeen,  M.D 

Editor-in-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— William  B.  Helme,  M.D.  . 
Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D, 


2610  W.  Bethany  Home  Rd.,  Phoenix 

412  E.  Oak,  Kingman 

5th  & Alvemon  Sts.,  Tucson 

333  W.  Thomas,  Phoenix 

45  N.  Tucson  Blvd.,  Tucson 

909  E.  Brill,  Phoenix 

5402  E.  Grant,  Tucson 

302  W.  Thomas,  Phoenix 

3411  N.  5th  Ave.,  Phoenix 

.#24,  1601  N.  Tucson  Blvd.,  Tucson 

926  E.  McDowell,  Phoenix 

.#24,  1601  N.  Tucson  Blvd.,  Tucson 


85017 

86401 

85711 
85013 
85716 
85006 

85712 
85013 
85013 
85716 
85006 
85716 


DISTRICT  DIRECTORS 


Central  District— W.  Scott  Chisholm,  M.D 

Central  District— George  H.  Mertz,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Donald  F.  Schaller,  M.D 

Central  District— William  G.  Payne,  M.D 

Northeastern  District— Richard  B.  Johns,  M.D.  . . . 

Northwestern  District— E.  Charles  Bill,  M.D 

Southeastern  District— William  W.  McKinley,  M.D, 

Southern  District— Evertt  W.  Czerny,  M.D 

Southern  District— Henry  P.  Limbacher,  M.D 

Southern  District— George  W.  Nash,  M.D 

Southwestern  District— Glen  H.  Walker,  M.D 


1158  E.  Missouri,  Phoenix 

926  E.  McDowell,  Phoenix 

1040  E.  McDowell,  Phoenix 

550  W.  Catalina  Dr.,  Phoenix 

P.O.  Box  V,  Tempe 

P.O.  Box  520,  Payson 

Marcus  J.  Lawrence  Hospital,  Cottonwood 

P.O.  Box  1192,  Bisbee 

#18,  1601  N.  Tucson  Blvd.,  Tucson 

116  N.  Tucson  Blvd.,  Tucson 

5402  E.  Grant,  Tucson 

291  W.  Wilson,  Coolidge 


85014 

85006 

85006 

85013 

85281 

85541 

86326 

85603 

85716 

85716 

85712 

85228 


SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President— Felix  Michel  Alatorre,  M.D Munguia  #316,  Guadalajara,  Jalisco,  Mexico 

President-Elect— James  L.  Parsons,  M.D 2430  E.  6th  Street,  Tucson,  Arizona  85719 

Vice  President— Luis  Cueva  Niz,  M.D Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

Secretary  for  United  States— Herbert  W.  Bradley,  M.D 800  Third  Street,  Marysville,  California  95991 

Secretary  for  Mexico— Jorge  Riggen  Davila,  M.D Marsella  #510  Sur,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  United  States— Walter  R.  Eicher,  M.D 213  N.  Alma  School  Road,  Chandler,  Arizona  85224 

Executive  Secretary  for  United  States— Mrs.  Virginia  E.  Bryant.  . . .333  West  Thomas  Road  #207,  Phoenix,  Arizona  85013 
Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Heriberto  Frias  #60  Sur,  Mazatlan,  Sinoloas,  Mexico 


COMMITTEES  1971-72 

ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix);  Arnold 
H.  Dysterheft,  M.D.,  (McNary);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); William  B.  Steen,  M.D.  (Tucson);  Clarence  E.  Yount, 
Jr.,  M.D.  (Prescott). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.  D.,  Chairman  (Phoenix);  William  N.  Chloupek, 
M.D.  (Phoenix);  Jack  M.  Layton,  M.D.  (Tucson);  R.  Lee 
Foster,  M.D.,  (Phoenix);  William  C.  Scott,  M.D.  (Phoenix); 
Cecil  C.  Vaughn,  Jr.  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 
M.D.,  Chairman  (Chandler);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Harold  N.  Gordon.  M.D.  (Phoenix);  John  P.  Heile- 
man,  M.D.  (Phoenix);  Artell  Johnson,  M.D.  (Phoenix);  Louis 
C.  Kossuth,  M.D.  (Phoenix);  Alan  1.  Levenson,  M.D.  (Tuc- 
son); John  G.  Lingenfelter,  M.D.  (Kingman);  Dermont  W. 
Melick,  M.D.  (Tucson);  Patrick  P.  Moraca,  M.D.  (Phoenix); 
Dwight  H.  Porter,  Jr.,  M.D.  (Phoenix);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Marvin  C.  Schneider,  M.D.  (Phoenix);  Sam- 
uel A.  Smith,  M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Cool- 
ldge). 

GRIEY ANCE  COMMITTEE:  Fred  H.  Landeen,  M.D.,  Chairman 
(Tucson);  Walter  Brazie,  M.D.  (Kingman);  Richard  E.  H. 
Duisberg,  M.D.  (Phoenix);  Norman  D.  Dudley,  M.D.  (Flag- 
staff); Keith  H.  Harris,  M.D.  (Phoenix);  Carolyn  Gerster, 
M.D.  (Scottsdale);  William  W.  McKinley,  M.D.  (Bisbee); 
Albert  J.  Oehsner,  II,  M.D.  (Yuma);  Roland  F.  Schoen, 
M.D.  (Casa  Grande). 

HISTORY  & OBITUARIES  COMMITTEE:  lohn  R.  Green,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 
W.  Kennedy,  M.D.  (Phoenix);  Harold  W.  Kohl,  Sr.,  M.D. 
(Tucson);  Abe  I.  Podolsky,  M.D.  (Yuma);  Roland  F.  Schoen, 
M.D.  (Casa  Grande);  Jay  L.  Sitterley,  M.D.  (Flagstaff);  Mac- 
Donald Wood,  M.D.  (Phoenix). 


LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn,  M.D.,  Chair- 
man (Tempe);  Chester  G.  Bennett,  M.D.  (Phoenix);  Carlos 
C.  Craig,  M.D.  (Phoenix);  Richard  Bruner,  M.D.  (Phoenix); 
William  E.  Davis,  M.D.  (Tucson);  Kenneth  A.  Dregseth,  M.O. 
(Sierra  Vista);  Donald  F.  Griess,  M.D.  (Tucson);  Louis 
Hirsch.  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tucson); 
John  F.  Kahle,  M.D.  (Flagstaff);  John  K.  Kerr,  M.D.  (Mesa); 
Don  V.  Langston,  M.D.  (Phoenix);  Meyer  Markovitz,  M.D. 
(Phoenix);  William  B.  McGahey,  M.D.  (Scottsdale);  Robert 
J.  Oliver,  M.D.  (Tucson);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wilfred  Potter,  M.D.  (Scottsdale);  James  L.  Scha- 
madan,  M.D.  (Phoenix);  Raymond  Vaaler,  M.D.  (Phoenix); 
Dennis  Weiland,  M.D.  (Phoenix);  W.  Curtis  Wilcox,  M.D. 
Tucson);  Lowell  C.  Wormley,  M.D.  (Phoenix). 

MEDICAL  ECONOMICS  COMMITTEE:  John  H.  Ricker,  M.D. 
Chairman  (Phoenix);  Richard  S.  Armstrong,  M.D.  (Tucson); 
Charles  M.  Bergschneider,  M.D.  (Scottsdale);  Harvey  G. 
Brown,  M.D.  (Phoenix);  B.  Robert  Burkhardt,  M.D.  (Tuc- 
son); Ian  M.  Chesser,  M.D.  (Tucson);  Charles  F.  Dalton, 
M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  (Phoenix);  Gerold 
Kaplan,  M.D.  (Phoenix);  Roger  Wilcox  (Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Melvin  L.  Cohen,  M.D.  (Phoe- 
nix); Raymond  J.  Jennett,  M.D.  (Phoenix);  Jack  M.  Layton, 
M.D.  (Tucson);  Dermont  W.  Melick.  M.D.  (Tucson);  Donald 
F.  Schaller,  M.D.  (Phoenix);  William  F.  Sheeley,  M.D. 
(Phoenix);  David  D.  Smith,  M.D.  (Flagstaff);  Ashton  B. 
Taylor,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Harvey  G.  Brown,  M.D.  (Phoe- 
nix); George  L.  Cannon,  M.D.  (Sun  City);  Allen  I.  Cohen, 
M.D.  (Phoenix);  Sheldon  Davidson,  M.D.  (Phoenix);  Free- 
man P.  Fountain,  M.D.  (Phoenix);  Robert  B.  Leonard,  M.D. 
(Phoenix);  Alfred  F.  Miller,  M.D.  (Phoenix);  Kent  L. 
Pomeroy,  M.D.  (Phoenix);  Florian  P.  Rabe,  M.D.  (Scotts- 
dale); Eugene  J.  Ryan,  M.D.  (Phoenix);  Maier  I.  Tuchler, 
M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Donald  K. 
Ruffmire,  M.D.  Chairman  (Phoenix);  Harry  C.  Smith,  M.D. 
(Douglas);  George  H.  Mertz,  M.D.  (Phoenix);  Jack  I.  Mow- 
rey,  M.D.  (McNary);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
John  R.  Schwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner,  M.D., 

Chairman  (Phoenix);  Robert  J.  Antos,  M.D.  (Phoenix);  Rob- 
ert I.  Cutts,  M.D.  (Tucson);  Robert  C.  Evans,  M.D.  (Scotts- 
dale); Robert  S.  Ganelin,  M.D.  (Phoenix);  Rudolf  Kirschner, 
M.D.  (Phoenix);  Harold  W.  Kohl,  Jr.,  M.D.  (Tucson); 
Laurence  M.  Linkner,  M.D.  (Phoenix);  William  G.  Payne, 
M.D.  (Tempe);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson);  Donald 
F.  Schaller,  M.D.  (Phoenix);  Richard  J.  Toll,  M.D.  (Tucson); 
PUBLIC  RELATIONS  COMMITTEE:  John  F.  Kahle,  M.D., 

Chairman  (Flagstaff);  Robert  Brazie,  M.D.  (Scottsdale); 
Donald  E.  Clark,  M.D.  (Tucson);  Don  V.  Langston.  M.D. 
(Phoenix);  Richard  T.  McDonald.  M.D.  (Flagstaff);  William 
W.  McKinley,  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tuc- 
son); Morton  Thomas,  M.D.  (Wickenburg);  Jack  H.  Wilson, 
M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  Walter  V. 
Edwards,  Jr.,  M.D.  (Phoenix);  Gerold  Kaplan,  M.D.  (Phoe- 
nix); David  Pent.  M.D.  (Phoenix);  William  B.  McGrath, 
M.D.  (Phoenix);  William  F.  Sheeley,  M.D.  (Phoenix);  David 
C.  H.  Sun,  M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Philip  Levy,  M.D., 
Chairman  (Phoenix);  William  E.  Bishop,  M.D.  (Globe);  W. 
Scott  Chisholm,  Jr.,  M.D.  (Phoenix);  Philip  E.  Dew,  M.D. 
(Tucson);  Milton  S.  Dworin,  M.D.  (Tucson);  Douglas  W. 
Frerichs,  M.D.  (Phoenix);  Vincent  A.  Fulginiti,  M.D.  (Tuc- 
son); T.  Richard  Gregory.  M.D.  (Phoenix);  James  Hurley, 
M.D.  (Phoenix);  Stanley  Karansky,  M.D.  (Phoenix);  Mark 
M.  Kartchner,  M.D.  (Tucson);  Eugene  Leibsohn,  M.D. 
(Phoenix);  Melvin  W.  Phillips,  M.D.  (Prescott);  Wilfred 
M.  Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles,  M.D. 
(Tucson);  William  C.  Scott,  M.D.  (Tucson);  W.  A.  Susong, 
M.D.  (Phoenix);  Luis  Tan,  M.D.  Phoenix);  Oscar  A.  Thorup, 
Jr.,  M.D.  (Tucson);  Harold  D.  Wilkins,  M.D.  (Tucson); 
Joseph  C.  White,  Jr.,  M.D.  (Phoenix);  Donald  Ziehm,  M.D. 
( Phoenix ) . 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1971-72 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  P.O. 
Box  887,  Lakeside  85029. 

COCHISE:  John  Blaisdell,  M.D.,  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dt.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler,  M.D.,  President,  1355  N. 
Beaver,  Flagstaff,  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff,  86001. 

GILA:  David  B.  Gilbert,  M.D.,  President,  Physician’s  & Surgeons 
Clinic,  Payson  85541;  Thomas  B.  Jarvis,  M.D.,  703  Ash 
Street,  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D.,  503— 5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Robert  V.  Horan,  M.D.,  President,  Morenci  Hos- 
pital, Morenci  85540;  Lynn  Hilbun,  M.D.,  Secretary,  Rt.  1, 
Box  314,  Morenci  85540. 

MARICOPA:  Charles  H.  Finney,  M.D.,  President;  Thomas  A. 
Edwards,  M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounseville,  M.D.,  President,  Mohave  General 
Hospital,  Kingman  86401;  Raymond  E.  Hammer,  M.D.,  Sec- 
retary, Loma  Vista  Professional  Arts  Bldg.,  Sycamore  Ave., 
Kingman  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr.,  M.D.,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  John  E.  Oakley,  M.D.,  President,  533  W.  Gurley, 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D.,  President,  2244  S.  Avenue  A.,  Yuma 
85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 
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TREASURER  Mrs.  Robert  E.  Hancock  (Elvera) 
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DIRECTOR  1970-72  Mrs.  George  S.  Enfield  (Ro) 

5873  E.  Thomas  Rd.,  Scottsdale  85251 

DIRECTOR  1971-72  Mrs.  J.  Bruce  Tucker  (Laveme) 
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DIRECTOR  1971-73  Mrs.  Carl  E.  Shrader,  Jr.  (Ginny) 

1615  Aztec,  Flagstaff  86001 

CORRESPONDING  SECY Mrs.  Paul  B.  Jarrett  (Beverley) 

501  East  Pasadena,  Phoenix  85012 

CHAPLAIN  Mrs.  Jack  W.  Seagraves  (June) 

3050  East  San  Miguel,  Phoenix,  85016 

HISTORIAN  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott  86301 

PARLIAMENTARIAN  . . . .Mrs.  W.  Scott  Chisholm,  Jr.  (Jeanne) 
613  East  Vista  Avenue,  Phoenix  85020 
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703  Oak,  Globe  85501 
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5250  Bartlett  Circle.  Phoenix  85016 
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SAFETY-DISASTER  Mrs.  Howard  Holmes 
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717  West  El  Camino,  Phoenix  85021 
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Call  it  what  you  will,  it 
maybe  premalignani 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


and  Efudex  (fluorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “preeancerous.”1,2 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses,3  4 offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.6 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil -especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Slcin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  ill.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C. : Cutis,  6 : 293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 

5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings : If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


SCIENTIFIC  M 

ll 

VICO  HAMILTON  1 

X 

i Ti 

Ik 

Internat’l  d 

I0HNS0N  & 

EQUIPMENT^ 

JOHNSON^ 

FROM  A TO  Z 

ITS  HERE  AT 


ARIZONA 

PHOENIX  • 1841  No.  23rd  Ave. 
85005 ♦Telephone:  (602)  254-7161 


CALIFORNIA 

CHICO  * 1378  Longfellow  Avenue 
95926. Telephone:  (916)  342-5612 


LOS  ANGELES  *291  Coral  Circle 
El  Segundo,  California  • 90245 
Telephone:  (213)  772-3581 


SACRAMENTO  • 4330  Roseville  Rd. 
North  Highlands,  California  » 95660 
Telephone:  (916)  483-4976 


SAN  DIEGO  • 5248  Linda  Vista  Road 
92110*  Telephone:  (714)  291-8120 


SAN  FRANCISCO  • 253  E.  Harris  Ave. 
South  San  Francisco,  Calif.  • 94080 
Telephone:  (415)  871-9543 


COLORADO 

COLORADO  SPRINGS  • 3626  N.  El  Paso 
80907*  Telephone:  (303)  471-7370 


SCHERER  is  the  house  that  has  it. ..here 
and  now... the  items,  more  sizes,  more 
complete  Sines.  We  are  your  largest 
single  source  for  the  best  in  Medical 

and  Scientific  supply. 

SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 

Call  SCHERER. 


MEDICAL  AND  SCIENTIFIC  SUPPLIES 


u A BERGEN  BRUNSWIG  COMPANY 


or  generations  my  family  has  insisted  on  Donnagel^-PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
diarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel‘li-PG  treats 
accompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
anpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
to  promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
demulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
belladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel-PG 

Donnagel  with  paregoric  equivalent 
$ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
[equivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
50.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 

AHDOBINS 


with  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  "flu” 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go” 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin® 

‘Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 

Robitussin®  eitra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

robitussin® 

m 

ROBITUSSIN  A-C® 

m 

m 

ROBITUSSIN-DM® 

• 

m 

ROBITUSSIN-PE® 

9 

m 

COUGH  CALMERS® 

Q 

Q 

D 

A.  H.  Robins  Company, 
Richmond,  Virginia  23220 
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When  he  goes  back  to  work, 
will  his  okl  tensions  go  back  with  him 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valiuiri  (diazepam 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  sam< 
stressful  circumstances  that  may  have  contribute 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
I I quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5 -mg 
or  2-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 


dangerous  machinery. 


VallUm  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,‘tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
-months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po-  , 
tential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  21/2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2Vz  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-DoseT  M-  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  I 

Nutley,  N.J.  07110 


NEW 

[AID  PRESCRIPTION  PLAN 
LCWERSTHE  COST 
OF  THERAFY 


Warren-Teed  Pharmaceuticals 
announces  the  only  paid 
prescription  plan  covering  an 
entire  line  of  8 medications 
for  digestive  disease. 

The  plan  represents  another  “added  value"  service 
from  Warren-Teed,  and  may  be  worth  $200.00  in 
savings  to  your  patients.* 

i For  the  busy  practitioner,  there  is  a savings  in  time, 
and  added  convenience.  For  example,  with  the  plan 
there  are  no  unsolicited  samples  and  therefore  less 
clutter  with  inadequate  amounts  of  drug.  In  addition, 
40  preprinted  prescriptions  (5  for  each  medication) 
are  provided  in  a handy  holder  that  fits  easily  into 
office  or  treatment  room,  either  on  a writing  table  or 
hanging  on  the  wall.  Refill  quantity  and  frequency 
may  be  indicated  on  the  prescriptions. 

The  paid  prescriptions  are  good  until  June  2,  1 972 
and  will  be  supplied  in  unlimited  quantity  for  all 
W-T  medications  in  our  Digestive  Disease  Program. 


The  recently  introduced  products 

ILOZYME'C 

(Pancreatin  4 x N.F.) 

ILOZOFr.,1. 

(Dioctyl  Sodium  Sulfosuccinate) 

PEKTAMALT 

(Pectin  and  Kaolin  compound) 

and  the  familiar 

MODANE 

(Danthron  with  d-Calcium  Pantothenate) 

BAR-DON';;,. 

(Belladonna  Alkaloids  with  Phenobarbital) 

Tablets 

(Calcium  and  Magnesium  Carbonates) 


When  you  consider  the  Warren-Teed  paid 
prescription  plan,  think  of  the  convenience  . . . 
and  the  economy  to  your  patients. 

Warren-Teed  lowers  the  cost  of  therapy  in  digestive  diseases. 


ILOPAN  CHOLINE 


(Dexpanthenol  with  Choline  Bitartrate) 


Tablets 


To  get  in  on  the  plan,  write  to  Warren-Teed 

’’Each  prescription  is  worth  approximately  $2.00  in  savings  to  the  patient;  therefore 
each  holder  with  40  prescriptions  represents  about  $80.00.  The  savings  for  three 
holders  in  three  treatment  rooms  is  $240.00. 


WARREN-TEED 

PHARMACEUTICALS  INCORPORATED 

SUBSIDIARY  OF  ROHM  A INI  □ HAAS  COMPANY 

COLUMBUS,  OHIO  43215 


WILLIAM  P.  POYTHRESS&  COMPANY,  INC. 


P.  O.  BOX  26946,  RICHMOND,  VA.  23261 
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...efficient 
medical  care 

through  cooperation 


TODAY  the  public  is  concerned  about  rising  costs  of 
medical  care. 

FOR  YEARS  Arizona  Blue  Shield  and  Arizona  physicians 
have  worked  together  to  provide  medical  care  at  a reasonable  cost. 
Through  cooperation  we  will  continue. 

Cooperation  is  built  on  understanding.  That’s  why  Blue  Shield 
was  founded  by  physicians  with  a review  system  by  your  peers. 

Physicians  and  Blue  Shield  . . . cooperating  through 
understanding  to  provide  efficient  medical  care. 


The  Protectors 


ARIZONA 


BLUE  SHIELD 


ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  Ail  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


PRESCRIBE 
FOR  YOUR 
SELF: 

| | I should  have  my  records 
in  my  office 

□ I should  get  my  bills  out 
on  time  every  month 

□ I should  keep  my  billing 
records  safe 

□ I should  have  my  accounts 
aged 

□ I should  send  clean,  neat, 
accurate  statements 

1 | I should  get  regular 
collection  reminders 

You’ve  just  prescribed  MEDAC. 

That’s  the  complete  computerized 

billing  service  from  Valley  Bank. 

The  best. 

It’s  also  one  of  the  cheapest 

prescriptions  you’ve  probably 

ever  written. 

Call  it  in  now: 


MEDAC  Phoenix: 
261-1665 

MEDAC  Tucson: 
624-7370 
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tflejical  Center  'X-Gaif  and  Clinical  Xafaratcrij 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 




OVER  ONE 
MILLION  DOLLARS 

Paid  to  Insured  Members  of: 

ARIZONA  MEDICAL  ASSOCIATION 
STATE  BAR  OF  ARIZONA 
ARIZONA  SOCIETY  OF  C.P.A.s 
ARIZONA  OSTEOPATHIC  ASSOCIATION 

Through  the  officially  sponsored  insurance 
program  of  your  association. 


NATIONAL  CASUALTY 

COMPANY 


of  Detroit,  Michigan 


SOME  HOSPITALS 

TRY  TO  CREATE  A 
RESORT  ATMOSPHERE 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

0arpeIback  Hospital 

“An  instrument  for  healing"  5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

SB 

^ SAMARITAN  HEALTH  SERVICE^ 


TREEHAVEN 


OF  TUCSON 


Warm  Western 
Atmosphere 


Like  a home  away  from  home.  Accredited 
coed  ranch-camp.  Nursery  thru  8th  grades, 
p'  Small  classes.  Individual  attention.  Our  own 
horses  and  ranch  riding  on  a 65-acre  ranch 

15  miles  from  Tucson. 

Program,  for  150,  is  keyed  to  excellence  in  education.  Each 
grade  has  own  classroom  — 1 campus  for  nursery  — 4th  gr.;  an- 
other campus  for  5-8  grades. 

Tutoring  and  enrichment  courses,  with  East  Asian  and  Span- 
ish languages.  English  as  a 2d  language. 

Extra-curricular  activities:  desert  riding,  swimming  in  2 pools, 
tennis,  music,  dramatics,  intramural  and  interscholastic  programs. 
Directors  supervise  leisure  time. 

Air  conditioned  buildings  and  auditorium.  Planned  excursions 
to  Old  Mexico,  Grand  Canyon,  Disneyland. 

International  enrollment.  School  Sept,  thru 
May.  Non-discriminatory.  Founded  1949. 

Write  for  new  descriptive  color  catalog: 

Treehaven  of  Tucson,  Florence  F.  Schneider, 

Ph.D.,  P.0.  Box  6146,  Tanque  Verde  Rd., 

Tucson,  Arizona  85716.  Tel.  (602)  298-1151. 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAdUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  • 
(602)  945-9338 


/~ ™ \ 


OXYGEN 

• Inhalation  Therapy  and 

• Home  Patient  Care  Equipment 

• 24  hour  service— 7 days  a week 

• Rentals— Sales— Repairs 

• All  setups  by  registered 
therapist 


2503  NORTH  CENTRAL  • PHOENIX,  ARIZONA  • 85004 

263-6571 

/ 
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LIFE 


INSURANCE  COMPANY 

GROWING  WITH  THE  ELEVEN  WESTERN  STATES 
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Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D, 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


i.K  < 


genera!  psychiatry  and  neurology 

....  . . . + r 

child  psychiatry 

P S y C h O ...  - 

clinical  psychology 

and  family  counselling 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


HAPPINESS  IS  GOING  TO  THE 
STATE  CONVENTION 

THE  DATES  WE'LL  MENTION 
APRIL  26,  27  & 28 

BIGGER  AND  BETTER  THAN  EVER 
MISS  IT  * NEVER 

DO  YOUR  PART 
ENTER  SOME  ART 
IN  THE  BIG  HOBBY  SHOW 

LET'S  NOT  FORGET  TO  MENTION, 

AMA-ERF  AT  THE  CONVENTION, 

THEY  WILL  BE  CLOSE  BY, 

SO  CAST  AN  EYE, 

BELL  UMBRELLAS  TO  SELL, 

STYLISH  WATCHES  AS  WELL, 

THEIR  LOAN  FUND  WITH  MONEY  WILL  SWELL, 


ARIZONA  MEDICINE  ] g9 


Classified 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


NEED  MORE  OfFICE  SPACE? 

Inexpensive  Storage  Is  Available  For: 
Furniture  Office  Records 

Machines  Personal  Items 

100  Square  Foot  Garages 
Monthly  $1  5.50  V2  Yearly  $82.00 

You  have  the  utmost  in  security.  A guard  is 
on  duty  during  the  day  to  assist  patrons.  In 
the  evening  the  premises  are  locked  and 
patrolled.  Multiple  sizes  and  open  space  stor- 
age available. 

Facilities  Open  Daily  9 to  6 

STORAGE  GARAGE  RENTALS 

361 1 N.  36th  Ave. 

Phoenix,  Arizona 
272-2978 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DOCTORS1  CENTRAL 
DIRECTORY 

Flelen  M.  B^rrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
1 00  W.  Clarendon  — Phoenix 
Telephone  263-8526 


FOR  SALE 

Two  acres  of  land  on  Highway  60  on  edge  of 
town  and  farming  community  where  you  can 
breathe  the  air  and  drink  the  water.  Building 
could  easily  be  adapted  into  doctor's  offices  as 
there  is  no  physician  within  60  miles.  Reason- 
able terms.  Write:  Welcom  Motel,  P.  O.  Box 
285,  Salome,  Arizona. 


170  FEBRUARY  1 972  • XXIX  • 2 


Pharmacy  Directory 


GENERAL  PRACTITIONER 

MAYER  needs  a general  practitioner.  Have 
newly  decorated  office  space  and  living  quar- 
ters. Have  no  doctor  and  have  more  than  2000 
inhabitants  and  several  surrounding  subdivi- 
sions. 25  miles  to  Prescott,  we  have  24  hour 
ambulance  service  to  all  Prescott  hospitals. 
We  hope  to  have  an  interested  doctor  to  see 
the  setup  to  realize  the  favorable  situation.  We 
never  have  had  a full-time  physician.  Write: 
Mayer  Chamber  of  Commerce,  P.  O.  Box  248, 
Mayer  86333. 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


AMA-ERF  SILENT  AUCTION 

Happiness  is  different  things  to  different  peo- 
ple — helping  others,  gorgeous  weather,  a tax  de- 
duction, being  involved,  getting  the  closets 
cleaned  out,  and  being  with  friends. 

Happiness  is  getting  it  all  together,  and  you 
can  do  this  by  donating  things  for  our  Auction 
at  the  state  convention.  For  this  bash  benefit 
we  need  such  things  as  art  nouveau  objects,  cer- 
amics, antiques,  handcrafted  items,  and  that 
thing  Auntie  gave  you  and  you  still  don’t  know 
what  its  for  — it’s  exactly  what  I’ve  been  hunting 
for  tea  years.  When  you  are  creating  for  the 
hobby  show,  really  get  with  it  and  make  an  ex- 
tra for  the  auction. 

Your  donations  can  be  brought  to  the  Arizona 
Medical  Association’s  offices  any  Thursday 
morning  when  Auxiliary  members  are  there  for 
craft  classes. 

SAVE  YOUR  RITZY  RUMMAGE 

Sale  of  each  Counties  contribution  to  the  auc- 
tion increases  your  county’s  AMA-ERF  Fund. 
The  1972  SILENT  AUCTION  is  to  be  held  dur- 
ing the  Annual  Meeting  in  April. 


*3n  ^Scottsdale  call 
Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 
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Future 

Medical  Meetings 


NEWER  CONCEPTS  IN  THE 
DELIVERY  OF  OBSTETRICAL 
AND  PERINATAL  CARE 

February  25,  26,  1972 

Sponsor:  Department  of  Obstetrics  and  Gynecology  of  Good 
Samaritan  Hospital  in  cooperation  with  Department  of  Obstetrics 
and  Gynecology  of  S.  Joseph's  Hospital  and  Medical  Center. 

Contact: 

Dr.  Donald  J.  Ziehm,  Symposium  Chairman 
Department  of  Obstetrics  and  Gynecology 
Good  Samaritan  Hospital 
P.  O.  Box  2989 
Phoenix,  AZ  85026 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


25TH  NATIONAL  CONFERENCE 
ON  RURAL  HEALTH 

March  16-17,  1972 
St.  Francis  Hotel 
San  Francisco,  California 

Sponsor:  Council  on  Rural  Health,  American  Medical  Associa- 
tion. 

Contact: 

Bond  L.  Bible,  Ph.D. 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Approved  for  1 1 elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  TWELFTH  CONGRESS  OF  THE 
PAN-PACIFIC  SURGICAL 
ASSOCIATION 

February  26  to  March  4,  1 972 
Hilton  Hawaiian  Village  Hotel 
Honolulu,  Hawaii 

Contact: 

Cesar  B.  Dejesus,  M.D. 

Pan-Pacific  Surgical  Association 
236  Alexander  Young  Building 
Honolulu,  Hawaii  96813 


MODERN  TB  CONTROL 

February  26,  1 972 
Arizona  Medical  Center 
Tucson,  Arizona 

Sponsor:  Arizona  Thoracic  Society 

Contact: 

Carl  F.  Diener,  M.D. 

Department  of  Internal  Medicine 
College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85721 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MEDICAL  SEMINAR  19 

March  1 1,  1972 
Holiday  Inn 
Scottsdale,  Arizona 

Sponsor:  Scottsdale  Memorial  Hospital 
Contact: 

John  F.  Currin,  M.D. 

Scottsdale  Memorial  Hospital 
Scottsdale,  Arizona 

Approved  for  8 Elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SYMPOSIUM  ON  PERSPECTIVES  OF  NUTRITION 
IN  MEDICAL  PRACTICE  1972 

March  26,  1972 
Arizona  Medical  Center 
Tucson,  Arizona 

Sponsor:  University  of  Arizona  Medical  Center  & Arizona 
Regional  Medical  Program 

Contact: 

Otto  Sieber,  M.D. 

College  of  Medicine 
University  of  Arizona 
Tucosn,  AZ  85721 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


FAMILY  MEDICINE  REVIEW  COURSE 

April  12-15,  1972 
University  of  Arizona 
College  of  Medicine 
Tucson,  Arizona 

Sponsor:  Dept,  of  Family  & Community  Medicine,  College  of 
Medicine,  Univ.  of  Arizona,  Tucson,  Arizona 

Contact: 

Anthony  F.  Vuturo,  M.D. 

College  of  Medicine 
University  of  Arizona 
Tucson,  AZ 

Approved  for  30  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


OTOLOGIC  SEMINARS 

Monthly 

Sponsor:  Arizona  Society  of  Otolaryngology 

Contact: 

R.  D.  Zonis,  M.D. 

7301  4th  Street 
Scottsdale,  Arizona 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MH  ANNUAL  ARIZONA  CHEST 
SYMPOSIUM 

March  17  ,18,  19,  1972 
Ramada  Inn,  Tucson,  Arizona 

Contact: 

W.  Curtis  Wilcox,  M.D. 

Symposium  Chairman 
Tucson  Medical  Center 
P.  O.  Box  6067 
Tucson,  Arizona  85716 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 

Sponsor:  Arizona  Regional  Medical  Program  And  Veterans 
Administration 

Contact: 

F.  C.  Lepperd,  Jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved1  for  72  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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Arizona  Medical  Association,  Inc 


MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE 

Phoenix,  Arizona 
August  26,  1972 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


send  to:  Arizona  Medical  Association,  Inc 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Enclosed  is  my  check  for  $ 

($100  per  personas  deposit.) 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  luxury 
cruise  liner  MERMOZ. 

• Total  passengers  limited  to  less  than  ship 
capacity. 

• All  meals  of  the  finest  French  cuisine. 

• Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities. 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore. 

• Never  any  regimentation — do  as  you  please. 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French  Riviera, 
Naples,  Sicily,  Malta,  Turkey,  the  Greek  Isles 
and  Athens.  Prices  start  from  $895.  Space  is 
strictly  limited.  We  urge  you  to  complete  the 
reservation  form  below  and  mail  it  to  us  today! 


Name 


City  State  Zip  Code 

□ Please  send  full  color  brochure. 


Phone 


Home  Address 


National  Congress  on 
the  Quality  of  Life 
March  22-25, 1972 
Palmer  House/Chicago,  Illinois 


PI 


The  quality  of  a life. 

The  spirit  of  a people. 
The  future  of  a nation. 

The  National  Congress  on  the  Quality  of  Life 
will  focus  on  these  immutable  concerns  by  con- 
centrating on  the  first  stages  of  life’s  continuum- 
maternal  and  child  health  from  conception  through 
adolescence  and  young  adulthood. 

Examining  the  growth  process  in  terms  of 
human  development  and  human  environment,  the 
Congress  will  address  itself  to  the  problems  of 
maternity  and  the  newborn,  children  in  a changing 
society  and  the  critical  years  of  adolescence. 


The  program  features  formal  presentations  by 
experts  in  the  medical,  social  and  behavioral 
sciences,  education,  law,  religion  and  govern- 
mental affairs.  Complementing  their  presenta- 
tions will  be  workshops  and  youth,  consumer  and 
professional  reactor  panels. 

Major  emphasis  will  be  on  developing  new 
programs  that  will  contribute  to  the  richness  and 
depth  of  life. . .programs  sensitive  to  the  physi- 
cal, psychological,  emotional  and  social  needs  of 
people. . .programs  reflecting  a trend  toward 
more  multidisciplinary  cooperation. 

Don’t  miss  this  opportunity  to  participate  in 
the  National  Congress.  Mark  your  calendar. 
Complete  the  form  below. 


Sponsored  by  the  American  Medical  Association  in  cooperation  with  20  governmental  and  volunteer  agencies. 


Return  form  to: 

Effie  O.  Ellis,  M.D. 

American  Medical  Association 
535  N.  Dearborn  Street 
Chicago,  Illinois  60610 


Please  forward  the  program  for  the  National  Congress 
on  the  Quality  of  Life  to: 

Name  

Affiliation  

Address 

City State _Zip  Code 
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When  diarrhea 
wrings  the 

wedding  belle... 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  1958. 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  ...2. 5 mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  die  Day 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum,  ; 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor-  ; 
rhage,  toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 
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When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pace. 
During  the  period  of  readjustment  Valium  helps 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
1 ‘ or  Z-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 

provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


VallUm  (diazepam) 


For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation, ‘tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2 VI 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2Vfe  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose™  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N.J.  07110 


AWA 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Compai 

HARTFORD.  CONNECTICUT 
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makes  'DeproF  useful  for 
depressed  geriatric  patients... 
makes  it  useful 

ger 
as  well 

• helps  ease  mild  to  moderate  noripsychotic 
depression  and  related  anxiety 

• helps  assure  a good  night’s  rest 


The  middle-aged  housewife 
who  can't  stop  feeling  “blue,” 
who  worries  about  losing  her 
attractiveness  yet  neglects 
her  appearance;  reports 
vague  aches  and  pains,  dif- 
ficulty sleeping,  loss  of 
appetite. 


INDICATIONS:  Useful  in  the  management  of  depression,  both  acute 
(reactive)  and  chronic;  particularly  useful  in  the  less  severe  depressions 
and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination;  also  useful  for  management  of  depression  and  associated 
anxiety  accompanying  or  related  to  organic  illnesses. 
CONTRAINDICATIONS:  Benactyzine  hydrochloride:  Glaucoma  and 
previous  allergic  or  idiosyncratic  reactions  to  benactyzine  hydrochloride 
or  related  compounds.  Meprobamate:  Acute  intermittent  porphyria  and 
allergic  or  idiosyncratic  reactions  to  meprobamate  or  related  compounds 
such  as  carisoprodol,  mebutamate,  tybamate,  carbromal. 

WARNINGS:  The  following  information  on  meprobamate  pertains  to 
‘Deprol’  (meprobamate  + benactyzine  hydrochloride):  Meprobamate: 
Drug  Dependence:  Physical  and  psychological  dependence  and  abuse 
have  occurred.  Chronic  intoxication,  from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads  to  ataxia,  slurred  speech,  vertigo. 
Carefully  supervise  dose  and  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden  with- 
drawal after  prolonged  and  excessive  use  may  precipitate  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal 
reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching,  confusional 
states,  hallucinosis;  rarely  convulsive  seizures,  more  likely  in  persons 
with  CNS  damage  or  pre-existent  or  latent  convulsive  disorders).  There- 
fore, reduce  dosage  gradually  (1-2  weeks)  or  substitute  a short-acting 


barbiturate,  then  gradually  withdraw.  Potentially  Hazardous  Tasks:  Drivir 
a motor  vehicle  or  operating  machinery.  Additive  Effects:  Possible  ad< 
tive  effects  between  meprobamate,  alcohol,  and  other  CNS  depressam 
or  psychotropic  drugs.  Pregnancy  and  Lactation:  Safe  use  not  establishec 
weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nursir 
mothers,  or  women  of  childbearing  potential.  Animal  data  at  five  time 
the  maximum  recommended  human  dose  show  reduction  in  litter  siz 
due  to  resorption.  Meprobamate  appears  in  umbilical  cord  blood  at  c 
near  maternal  plasma  levels,  and  in  breast  milk  at  levels  2-4  times  th; 
of  maternal  plasma.  Children  Under  Six:  Drug  not  recommended. 
PRECAUTIONS:  Meprobamate:  To  avoid  oversedation,  use  lowest  effe 
tive  dose,  particularly  in  elderly  and/or  debilitated  patients.  Consider  pc 
sibility  of  suicide  attempts;  dispense  least  amount  of  drug  feasible  at  an 
one  time.  To  avoid  excess  accumulation,  use  caution  in  patients  with  cot 
promised  liver  or  kidney  function.  Meprobamate  may  precipitate  seizure 
in  epileptics. 

ADVERSE  REACTIONS:  Nausea,  dry  mouth,  other  g.i.  symptoms;  sy 
cope;  one  case  each  of  severe  nervousness  and  loss  of  power  of  conce 
tration.The  fol  lowi  ng  side  effects,  wh  ich  have  occurred  after  ad  ministratio 
of  its  components  alone,  have  either  occurred  or  might  occur  when  th 
combination  is  taken.  Benactyzine  hydrochloride:  Benactyzine  hydr 
chloride  alone,  particularly  in  high  dosage,  may  produce  dizziness,  though 
blocking,  a sense  of  depersonalization,  aggravation  of  anxiety,  or  disti 


wgm  } 


When  mild  depression 
and  associated  anxiety 
interfere  with  living 


DEPROL 

(meprobamate  400  mg  + 
benactyzine  hydrochloride  1 mg) 


The  junior  executive 
crushed  by  his  repeated 
failure  to  be  promoted 
and  anxious  about 
the  future;  complains 
to  you  of  listlessness, 
early-morning 
awakening. 


The  young  widow  whose 
grief  has  persisted  too 
long,  is  pessimistic  and 
fearful  about  what  lies 
ahead,  has  lost  interest  in 
everything;  is  preoccupied 
with  vague  physical  ail- 
ments, has  crying  spells. 


ance  of  sleep  patterns,  and  a subjective  feeling  of  muscle  relaxation, 
here  may  also  be  anticholinergic  effects  such  as  blurred  vision,  dryness 
f mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects 
ave  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria, 
leprobamate:  Central  Nervous  System:  Drowsiness,  ataxia,  dizziness, 
lurred  speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of 
isu'al  accommodation,  euphoria,  overstimulation,  paradoxical  excite- 
lent,  fast  EEG  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Car- 
iovascular:  Palpitations,  tachycardia,  various  forms  of  arrhythmia,  tran- 
ient  ECG  changes,  syncope;  also,  hypotensive  crises  (including  one  fatal 
ase).  Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions: 
chy,  urticarial,  or  erythematous  maculopapular  rash  (generalized  or 
onfined  to  groin).  Others:  leukopenia,  acute  nonthrombocytopenic  pur- 
ura,  petechiae,  ecchymoses,  eosinophilia,  peripheral  edema,  adenopa- 
iy,  fever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 
ross  sensitivity  between  meprobamate/mebutamate  and  meprobamate/ 
arbromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
eurotic  edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  erythema 
lultiforme,  exfoliative  dermatitis,  stomatitis,  proctitis,  Stevens-Johnson 
yndrome;  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
rednisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
pinephrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
ilogic:  Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 


relationship  established.  Rarely,  thrombocytopenic  purpura.  Other:  Exac- 
erbation of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One  tablet  three  or  four  times  daily,  which  may 
be  increased  gradually  to  six  tablets  daily  and  gradually  reduced  to  main- 
tenance levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily 
are  not  recommended. 

OVERDOSAGE:  Overdosage  of  ‘Deprol’  (meprobamate  + benactyzine 
hydrochloride)  has  not  differed  substantially  from  meprobamate  over- 
dosage: Meprobamate:  Suicidal  attempts  with  meprobamate,  alone  or 
with  alcohol  or  other  CNS  depressants  or  psychotropic  drugs,  have  pro- 
duced drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse,  and  death.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pressor  agents  as 
needed.  Meprobamate  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully.  Carefully  moni- 
tor urinary  output;  avoid  overhydration;  observe  for  possible  relapse  due 
to  incomplete  gastric  emptying  and  delayed  absorption.  rev.  10/71 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  PHARMACEUTICALS,  Cranbury,  N. J. 08512 


YOU  WORKED  HARD 


if  will  Hast  a lifetime.... 

TI,E  FLA0U1  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof  — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  * 
(602)  945-9338 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

F-O.B.  44,  Cortaro,  Ariz. 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 


Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid" 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  49001 

0 1972  The  Upjohn  Company 
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100  TfiMfts 

Uticillin  VK 

PentcMltn  Tablets.  U sP 


Upjohn 


250  mg. 

(400,000  Units) 


i 


Upjohn  has  been  able 
to  reduce  the  price  of 

potassium  phenoxymethyl  penicillin  without  reducing  the 
quality  you  expect  from  an  Upjohn  product. 


UticilliriVK 


(potassium  phenoxymethyl  penicillin, 
U.S.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension. 


Keeping  quality  up 


and  cost  down 


/ the  ampicillin  derivative 

■ 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Compar 
Syracuse,  New  York  13201 


(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un 
pleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular ellecls  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  ellecls  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a m.),  TEPANIL,  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals,  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  1.3325  < z s 7 6 > 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -Merrell  Inc. 

Cincinnati,  Ohio  45215 


(^Merrell^) 


Painful 
night  leg 
cramps..* 


unwelcome  bedfellow 
for  any  patient- 


including  those  with  arthritis, 
diabetes  or  PVD 


□ 


□ 


□ 


Prevents  painful  night 
leg  cramps 

Permits  restful  sleep 

Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


Prescribing  Information — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  rag.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES 


N MERR 

Merrell  j Divisi 
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sion  of  Richardson-Merrell  Inc. 
nnati,  Ohio  45215 


Trademark:  Quinamm 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 


INTRODUCING 

Aleltrol-50 

the  new  USV  brand  of 
phenformin  HCI 


Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  Meltrol-100™ 

(100  mg.  timed-disintegration  capsules) 
Me  ltrol-25™(25  mg.  tablets) 


USV  PHARMACEUTICAL  CQRP.#Tuckahoe,N.Y.  10707 


Helps  control 
the  underlying  problem 

anxiety 


Miltown 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 
Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem: Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEG  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual!  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomati- 
cally; cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 

absorption  . REV. 10/71 

Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  information. 


Jfl  WALLACE  PHARMACEUTICALS 
U/Cranbury,  N.J.  08512 


A sure-fire  pill  for 
a very  nasty  disease: 


You  know  the  disease;  you've  suffered 
through  it  with  a lot  of  your  patients. 
Sn  the  vernacular,  it's  called  "slow-pay." 
In  extreme  cases,  "no-pay." 

Unfortunate,  but  true:  most  people's 
payment  lists  are  too  long.  And  the 
doctor  usually  winds  up  on  the  bottom. 
The  pill  we  have  in  mind  does  nothing 
short  of  putting  you  on  top.  Every  time. 

It's  called  Master  Charge.  Over  half 
a million  Arizonans  carry  it;  use  it  regu- 
larly for  all  sorts  of  products  and  serv- 
ices (including  the  services  of  thousands 
of  your  fellpw  practitioners).  When  they 
do,  your  fellow  practitioners  receive 
immediate  payment.  Of  the  whole  bill. 
No  drawn-out  payment  schedules,  no 
collection  headaches,  no  cash-flow 
problems.  And  any  patients  who  need 
"carrying"get  car- 
ried by  us,  notyou. 

We're  ready 
when  you  are  — 
with  particulars, 
forms,  patient  lit- 
erature, displays, 
the  whole  cure.  Also  some  sure-fire 
solutions  to  a number  of  other  nasty 
problems  if  you  like 
— all  from  our  very 
special  division  for 
"personalized  serv- 
ices to  doctors 
only. " 
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Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

© 1972  The  Upjohn  Company 

* TRADEMARK  JA  72-1986-6 
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Upjohn  has  been  able 
to  reduce  the  price  of 

erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 

Keeping  quality  up 

E-Mycin 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED' 
provides  more  complete  relief : 


Q belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL 


INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 

to  calm) 

KINESED* 

antispasmodic/  sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


[••• 


if  sfiii  is  infected, 
or  open  to  infection 

choose  the  topicals 
that  give  your  patient- 


% broad  antibacterial  activity  against 
susceptible  skin  invaders 
% low  allergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporin*  ointment 

(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 


Vanishing  ( "ream  Base 

Neosporin-G  c™ 

(polymyxin  B-neomycin-gramicidin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  j 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,2 
methylparaben  as  preservative. 

In  tubes  of  15  g. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms, 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Ap 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 


riate 


Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  o raru  n is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professionai  Services  I 
Dept.  PML. 


I Burroughs  Wellcome  Co 

/ Research  Triangle  Part 

Wellcome/  North  Carolina  2770'9 


Sneezing 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with:  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever,”  etc.) 
Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 


Effect  on  PBI  Determination  and  7m  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  In'  uptake 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis) 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


ALL  IN  HIS  HEAD:  ALLIN‘ORNADE* 


Watery  Eyes 


Nasal 

Congestion 


Drying  Agents 

(isopropamide, 
as  the  iodide— 
2.5  mg.) 


Decongestant  — 
(phenylpropanol- 
amine HC1  — 50  mg.) 


Runny  Nose 


Antihistamine  ^ 

( chlorpheniramine 
maleate— 8 mg.) 


THE  COLD 
SYMPTOMS 
THAT 
MAKE  HIM 
MISERABLE 


THE 

INGREDIENTS 
HE  NEEDS 
FOR  PROLONGED 
RELIEF 


Trademark 


ORNADE  SPANSULE 


Each  capsule  contains  8 mg.  of  Teidrin<$(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROiD®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid 

(sodium  levothyroxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  I4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASON 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  ll 
SO  SMOOTH  FOR  T£ 
SYNTHROID  PATIEF 

(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  o 
concern  because  of  this  facto 

(2)  since  SYNTHROID  contains 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  pote 
iodides  (T3)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misusi 
Prescription  Medications  by  Outpatient; 
Drug  Intelligence  & Clin.  Pharm.  3:270-7 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0. 7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

fi/joose 


tiie  Smooth 


%*<£ 


...to  tfiyroid  replacement  tl\erapy 


TOLL 

AHEAD 


VUY  DOES  SYNTHROID 
:OST  LESS  THAN 
YNTHETIC  DRUGS 
CONTAINING  T3? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


ery  simple.  T3  costs  more  to  make 
/nthetically  than  does  T4.  So  it  is 
conomically  necessary  for  a 
/nthetic  thyroid  medication 
cntaining  T3  to  cost  more  than 
ie  containing  T4  alone.  Synthetic 
Dmbinations  cost  patients  nearly 
)%  more  than  SYNTHROID1 2 3 
9cause  the  T3  costs  more  to  start 
ith;  also  there  is  the  additional 
<pense  of  formulating  a tablet 
Detaining  two  active  ingredients. 

American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  cr  postoperative  uses. 


RESPONSE,  RELIABILITY,  SERVICE-COMPARISON  OF  FIVE  PARAMETERS 

PARAMETERS 

DESICCATED  THYROID  U.S.P. 

SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal.  1.2  3.4,5 

Synthetically  derived  pure  crystalline  hormone. 
Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

“Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content."8 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  Crystalline  T4  is  used.  Purity  is  verified 

by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

“T3  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.”3 

“Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid.”7 

“There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine.”4 5 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature.8  - 9.10. 11. 
12.  13.14,  is,  16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  “.  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels.”’6 
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PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 


Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman2. 

T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  TH] 
PATIENT  DURING  TH] 
BEGINNING  OF 
THERAPY  WILL  ALER 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occu 
are  related  to  excessive  dosage 
Caution  should  be  exercised  in 
administering  the  drug  to  patien 
with  cardiovascular  disease.  Re; 
the  accompanying  prescribing 
information  for  additional  data  <: 
write  Flint  Laboratories. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 
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FREE  TAB-MINDER  medicat 
dispensers— color-coded  in  4 d 
age  strengths— get  patients  of 
a good  start  and  encourage  t 
ular  habit  patterns.  Contain  1 
4-weeks’  supply  of  SYNTHRC 
and  are  reusable  for  maintena 
dosage. 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


Animal  Gland 

Desiccated 


CYTOMEL 

(Sodium  liothyronine) 
Synthetic  T3 

EUTHROID** 

(Liotrix) 

Synthetic  T3-T4 

THYROLAR*** 
(Liotrix) 
Synthetic  T3-T4 

(Thyroid,  USP) 
Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  V » gr. 

Va  gr. 

0.025  mg. 

N.A. 

Vz 

y2 

unscored  Vz  gr. 

Vz  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

11/2  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2 gr. 

0.2  mg. 

N.A. 

Hi 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 


•^Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 
:*Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

*Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 

Syntliroid 

(soaium  levothyraxine) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 
Morton  Grove,  Illinois  60053 
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OFFER:  EE 

Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
| your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
I titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


1 Name 

I Address 

1 City 

State 

Zip  | 

1 

X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


ITherttp 

treating  acute 

Cleocin  manages 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It's  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50^  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin's  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


in  HC1  hydrate,  Upjohn 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%. 1 Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

CleociriHci 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
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INFECTIOUS  HEPATITIS  PRESENTING 
AS  JOINT  DISEASE 


ROBERT  V.  DISERENS,  M.D. 


Infectious  hepatitis  has  presented  as  arthritis  in 
12  to  31%  of  patients  in  various  series.  Recog- 
nition of  this  symptom  as  a prodrome  of  in- 
fectious hepatitis  may  be  extremely  important 
in  our  state,  where  arthritis  is  an  extremely  com- 
mon condition.  This  case  report  emphasizes  the 
need  for  considering  infectious  hepatitis  in  the 
differential  diagnosis  of  arthritis. 

The  first  report  of  the  association  of  poly- 
arthritis as  a prodrome  to  infectious  hepatitis 
was  by  Graves1  in  1843.  Although  there  have 
been  a number  of  similar  reports2,3,4'5'6’7  since 
then,  this  association  is  not  well  known.  Reported 
below  is  a case  of  infectious  hepatitis  which 
presented  with  over  two  weeks  of  joint  symptoms 
and  indeed  was  initially  diagnosed  as  having 
primary  joint  disease. 


CASE  REPORT 

M.  K.  is  a twenty-four  year  old  male  whose 
chief  complaint  was  joint  pain.  Following  a trip 
to  the  Grand  Canyon  on  April  11th  he  initially 
noticed  a generalized  aching  throughout  his 
body.  This  was  quickly  followed  by  pain  local- 
ized to  the  neck,  shoulders,  left  wrist  and  right 
knee.  There  was  subjective  swelling  of  the  latter 
two  joints.  He  was  seen  at  this  time  by  an 
orthopedic  surgeon  who  obtained  a serum  uric 
acid.  This  was  elevated  and  a presumptive  diag- 
nosis of  gout  was  made.  He  was  placed  on 
ColBenemid  but  had  no  significant  improvement. 
A severe,  throbbing,  occipital  headache  then 
developed.  During  the  four  days  prior  to  ad- 
mission he  noticed  that  his  urine  was  quite  dark. 
There  was  no  history  of  abdominal  pain,  nausea, 
diarrhea  or  urethral  discharge. 

Past  history  was  positive  for  infectious  mono- 
nucleosis in  1964,  resection  of  a pilonidal  sinus 
in  1967,  and  a T & A at  age  six. 

Family  History:  His  grandmother  had  car- 
cinoma, site  undetermined. 

Review  of  systems  was  essentially  negative. 
He  had  had  no  dental  work,  injections  or  trans- 
fusions during  the  previous  six  months.  There 
was  no  history  of  contact  with  persons  with 
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hepatitis  or  jaundice.  He  had  been  taking  no 
medications.  There  was  no  allergic  history.  He 
smoked  ten  cigarettes  per  day. 

Physical  Examination:  Blood  pressure  140/90, 
pulse  84,  temperature  98.6°.  His  skin  appeared 
slightly  icteric.  There  was  hepato-splenomegaly 
with  each  organ  palpated  five  centimeters  below 
the  costal  margins  with  the  liver  being  tender. 
There  was  swelling,  tenderness  and  erythema  of 
the  left  wrist  and  right  knee.  The  remainder  of 
the  physical  examination  was  normal. 

He  was  admitted  to  Good  Samaritan  Hospital 
on  April  28,  1971  and  the  following  laboratory 
tests  were  obtained:  Hemoglobin  14.8  grams, 
white  count  6100  with  a normal  differential. 
Urinalysis  was  positive  for  bile  and  otherwise 
negative.  ANA  was  positive  but  two  L.E.  preps 
were  negative.  Initial  S.G.O.T.  was  381  units 
with  subsequent  values  of  435  on  May  2,  1971, 
537  on  May  3rd,  597  on  May  6th,  584  on  May 
10th  with  corresponding  total  bilirubins  of  3.9, 
5.0,  4.9,  6.6,  5.3  with  direct  values  never  ex- 
ceeding 4.4.  A throat  culture  grew  only  Alpha 
strep.  Admission  heterophile  was  less  than  1 to  7 
and  was  negative  at  the  time  of  discharge.  ASO 
titer  stayed  at  50  units.  A rheumatoid  arthritis 
serology  was  negative.  A Mark-10  on  admission 
was  normal  except  for  an  elevated  alkaline 
phosphatase  of  53  and  a bilirubin  of  5.  Specif- 
ically, the  uric  acid  was  normal.  Au  Antigen 
serology  was  positive.  Chest  x-ray  was  normal. 

HOSPITAL  COURSE:  Mr.  K.  was  admitted 
with  a diagnosis  of  infectious  hepatitis  with  the 
unusual  prodrome  of  polyarthritis.  The  joint 
signs  and  symptoms  continued  as  did  his  rather 
severe  headache.  He  was  placed  on  fairly  high 
doses  of  salicylates  with  some  improvement.  It 


became  apparent  that  he  was  going  to  have  a 
somewhat  prolonged  course;  therefore  arrange- 
ments were  made  for  him  to  be  treated  with 
strict  bedrest  at  home.  He  was  discharged  from 
the  hospital  on  May  11,  1971  and  seen  in  follow- 
up on  May  19th.  He  was  still  complaining  of  pain 
and  stiffness  in  the  joints  but  there  was  less 
swelling.  The  liver  was  still  palpable  three  centi- 
meters below  the  right  costal  margin.  The  spleen 
was  one  centimeter  below  the  left  costal  margin. 
His  total  bilirubin  was  now  9.5  mg.  and  his 
S.G.O.T.  was  270  units.  A nine  day  course  of 
Prednisone  beginning  at  a dose  of  30  mg.  a day 
and  quickly  tapering  was  instituted.  On  May 
28,  1971  he  was  seen  and  had  had  quick  and 
complete  abatement  of  all  joint  symptoms  after 
two  days  of  steroids.  The  liver  was  still  palpable 
just  below  the  right  costal  margin.  The  spleen 
was  not  palpable.  There  was  no  joint  swelling 
or  tenderness.  The  total  bilirubin  was  3.1  mg. 
and  S.G.O.T.  was  24  units.  No  further  medica- 
tion was  prescribed.  When  last  seen  on  June  4, 
1971  he  had  no  further  complaints.  Abdominal 
and  joint  examinations  were  negative.  Bilirubin 
was  2.1  mg.%  and  S.G.O.T.  was  18  units. 

DISCUSSION 

Hepatitis  and  polyarthritis  can  be  associated 
in  several  ways.  First  the  joint  signs  and  symp- 
toms of  rheumatoid  arthritis  have  been  noted 
to  improve,  particularly  in  children,8'10  during  an 
attack  of  infectious  hepatitis.  Second,  typical 
rheumatoid  arthritis  may  be  associated  with 
mild  nonprogressive  liver  disease.11  The  liver 
disease  here  appears  to  be  associated  with  the 
degree  of  rheumatoid  arthritis  activity.  Third, 
typical  rheumatoid  arthritis  may  follow  an  at- 
tack of  infectious  hepatitis.12  Finally,  joint  symp- 
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toms  may  preceed  an  attack  of  infectious  hepa- 
titis and  abate  as  a typical  hepatitis  picture 
emerges.  This  latter  relationship  forms  the  basis 
of  this  report. 

Graves”  initial  description  was  of  a gentleman 
who  had  “arthritis  inflammation”  and  fever  for 
ten  days  and  then  suddenly  became  jaundiced. 
The  two  week  interval  between  the  onset  of 
polyarthritis  and  the  objective  evidence  of  in- 
fectious hepatitis  is  the  average  in  the  reported 
cases  although  Maraer12  described  a prodrome 
of  one  month. 

Graves1  also  described  an  associated  urticarial 
reaction.  Such  association  has  been  emphasized 
in  some  reports3’5’13'14  but  was  not  seen  in  the 
present  case. 

Several  studies  have  attempted  to  ascertain  the 
frequency  that  arthritis  complaints  are  a pro- 
drome to  infectious  hepatitis.  Mamer12  found  a 
12%  incidence  in  485  cases  of  infectious  hepa- 
titis. Gue4  found  a similar  incidence  of  14% 
while  Klemora  and  Torma2  found  a 31%  inci- 
dence out  of  150  cases  in  an  epidemic  of  in- 
fectious hepatitis  in  Helsinki  in  1948  to  1949. 
These  authors  are  all  describing  joint  symptoms 
and  not  definite  signs,  and  admittedly  the  major- 
ity of  the  patients  presented  with  arthralgias 
rather  than  true  polyarthritis.  Typically  both 
large  and  small  joints  have  been  involved. 

Some  of  these  patients  have  been  found  to 
have  Au  Antigen  in  the  scrum  and  joint  fluid 
during  the  period  of  arthritis.6’14  At  the  same 
time,  lowered  serum  and  joint  fluid  complement 
levels  have  been  noted.  The  Au  Antigen  dis- 
appeared as  the  hepatitis  appeared  and  joint 
symptoms  abated.  At  the  same  time  Au  Antibody 
appeared.  These  authors  feel,  then,  that  the 


symptom  complex  represents  an  immune  com- 
plex phenomena  with  the  antigen  Au  Antigen. 
However,  the  presence  of  Au  Antigen  has  not 
been  confirmed  in  all  reports  in  which  it  was 
looked  for.7  In  addition,  Taniguchi  and  Schichi- 
kana  have  demonstrated  the  development  of 
acute  synovitis  from  the  intra-articular  injection 
of  viruses  in  rabbits.  It  is  apparent,  therefore, 
that  the  etiology  of  this  symptom  complex  is 
not  yet  clear. 

SUMMARY 

Case  of  infectious  hepatitis  presenting  with 
a two  week  prodrome  of  polyarthritis  is  pre- 
sented. This  relationship  is  probably  more  com- 
mon than  we  appreciate. 
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HYDRATION  PYELOGRAPHY  - A NEGLECTED  TOOL  IN  THE  DIAGNOSIS 

OF  INTERMITTENT  HYDRONEPHROSIS 


RICHARD  BELGRAD,  AA.D. 

This  brief  report  reminds  the  reader  of  a rare 
cause  of  abdominal  pain  and  its  elucidation  by  an 

appropriate  test. 

ABSTRACT:  A case  of  intermittent  hydroneph- 
rosis diagnosed  by  hydration  pyelography  is  re- 
ported and  the  literature  reviewed. 

INDEX  1ERMS:  Dietl’s  Crisis,  Hydration  Pye- 
lography, Intermittent  Hydronephrosis. 


From  the  Department  of  Radiology,  Memorial  Hospital,  Phoenix, 
Arizona. 


Intermittent  hydronephrosis  produces  pain 
similar  to  acute  intra-abdominal  distress  from 
many  other  causes.  It  is  usually  mistaken  for 
gastritis,  peptic  ulcer,  acute  cholecystitis,  and 
appendicitis;  often  resulting  in  needless  surgery 
for  the  patient.  Known  to  urologists  as  Dietl’s 
Crisis,  this  condition  has  received  scant  atten- 
tion by  radiologists.  Intermittent  hydronephrosis 
is  overlooked  as  the  cause  of  the  patient’s  pain, 
because  the  intravenous  pyelogram  is  normal  or 
nearly  so.  We  would  like  to  report  a case,  diag- 
nosed by  hydration  urography  — using  a man- 
nitol infusion  prior  to  the  intravenous  pyelo- 
gram — and  review  the  recent  literature. 

CASE  REPORT 

A 28  year  old  welder  was  admitted  for  acute 
cramping  abdominal  pain  radiating  to  the  left 
flank.  He  had  had  a similar  episode  two  weeks 
earlier  which  lasted  a few  hours.  Both  times  this 
followed  heavy  alcoholic  intake.  There  was  no 
past  history  of  gastrointestinal  or  renal  problems, 
nor  were  there  any  other  gastrointestinal  or  geni- 
tourinary symptoms.  No  nausea  or  vomiting  was 
present.  Physical  examination  revealed  a tem- 
perature of  101°,  pulse  128,  respirations  26, 
blood  pressure  130/90.  The  abdomen  was  soft 
but  there  was  some  tenderness  in  the  left  upper 
quadrant.  There  was  no  significant  costoverte- 
bral angle  tenderness  and  no  rebound  tender- 
ness. The  laboratory  tests  showed  a WBC  of 
18,600;  in  the  differential  there  were  87  segment- 
ed PMN’s,  8 lymphocytes,  4 monocytes  and  1 
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Figure  l.A. 

Routine  intravenous  pyelogram  showing  mild  left  pye 
localiectasis. 


Figure  l.B. 

Marked  increase  in  left  hydronephrosis  following  hydra- 
tion pyelography. 


eosinophile.  Five  urinalyses  were  negative.  The 
serum  amylase  was  120. 

The  patient  was  admitted  with  the  diagnosis 
of  acute  gastritis  or  pancreatitis  secondary  to 
alcohol  ingestion,  but  the  flat  plate  of  the  abdo- 
men, chest  x-rays,  gallbladder  series  and  upper 
G.I.  series  were  negative.  An  intravenous  pyelo- 
gram showed  mild  left  pyelectasis  with  sug- 
gested slight  narrowing  of  the  left  uretero- 
pelvic  junction.  The  urologic  consultant  con- 
sidered the  pain  to  be  nonrenal  in  origin  and 
the  urographic  findings  a “red  herring”. 

However,  a mannitol  infusion  intravenous 
pyelogram  was  performed  the  following  day  to 
challenge  the  left  kidney.  50  grams  of  mannitol 
in  1000  cc.  of  5%  dextrose  and  water  were  in- 
fused rapidly,  followed  by  the  injection  of  55  cc. 
of  Renografin  60.  Films  were  obtained  in  the 
recumbant  and  erect  positions.  The  result  was  a 
dramatic  and  persistent  increase  in  the  hydro- 
nephrosis, and  mild  reproduction  of  the  patient’s 
pain.  The  diagnosis  was  confirmed  by  retro- 
grade pyelography  and  verified  surgically.  A 
congenital  stricture  of  the  left  ureteropelvic 
junction  was  resected.  The  patient  made  an  un- 
eventful recovery,  and,  as  far  as  is  known,  is 
now  imbibing  painlessly. 


DISCUSSION 

Kendall  and  Karafin  describe  two  types  of 
renal  pelves  — the  open  funnel  or  bifid  configur- 
ation and  the  closed  or  ampullary  type.2  Less 
than  10%  of  noncalculus  ureteropelvic  junction 
obstruction  has  been  found  in  the  funnel  type. 
Excessive  hydration  produces  no  dilatation  and 
the  pelvis  empties  rapidly  in  the  erect  position. 
The  closed  type  or  ampullary  pelvis  tends  to  be 
fuller  and  extra-renal.  The  pelvic  contraction 
wave  tends  to  “hold-up”  at  the  ureteropelvic 
junction  into  the  ureter.  Although  usually  com- 
patible with  normal  urinary  transport,  the  am- 
pullary pelvis  appears  to  predispose  toward 
obstruction  and  is  involved  approximately  90% 
of  the  time.  A variety  of  primary  causes  have 
been  implicated,  including  congenital  strictures, 
kinks,  fascial  bands,  aberrent  vessels,  and  renal 
ptosis.  Hydration  urography  graphically  exag- 
gerates the  tendency  toward  pyelectasis  when 
the  affected  collecting  system  is  challenged  with 
an  excess  water  load. 

Clinically,  acute  intermittent  hydronephrosis 
may  be  produced  by  excess  fluid  ingestion.  Our 
patient’s  attacks  were  triggered  by  the  drinking 
bouts.  Kendall  and  Karafin  reported  a patient 
with  intermittent  flank  pain  following  ingestion 
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Figure  2. 

Left  retrograde  pyelogram  demonstrating  ureteropelvic 
junction  obstruction. 


of  morning  coffee.2  Interestingly,  this  patient 
found  relief  by  arching  her  back.  Bourne  noted 
two  cases  associated  with  beer  ingestion.1  Beer 
was  utilized  clinically  by  the  authors  to  enhance 
pyelographic  verification.  In  a recent  report, 
Lementowska  demonstrated  left  ureteropelvic 
junction  obstruction  in  a 14  year  old  girl  with 
left  flank  pain  and  a history  of  previous  urinary 
tract  infection.3  No  obvious  relationship  was 
found  between  fluid  intake  and  onset  of  pain 
attacks.  A conventional  urogram  showed  only 
mild  left  pyelectasis.  Oral  hydration  was  then 
encouraged  in  order  to  follow-up  with  a voiding 
cystourethrogram.  Subsequently,  severe  left  hy- 
dronephrosis was  unexpectedly  discovered, 
which  persisted.  They  repeated  the  study  for 
confirmation.  This  patient  was  not  in  pain,  re- 
porting mild  discomfort  only.  . Exploration  re- 
vealed a large  artery  to  the  inferior  pole  of  the 
kidney,  crossing  the  left  ureter  near  the  uretero- 
pelvic junction.  A left  pyeloplasty  was  perform- 
ed, and  the  resected  segment  showed  muscular 
hypertrophy  and  mucosal  edema. 

As  these  authors  have  noted,  radiographic 
investigation,  including  intravenous  pyelogram, 
is  usually  negative,  since  these  are  obtained 


when  the  patient  is  pain-free.  Sometimes,  the 
pyelogram  may  reveal  minimal  pyelectasis  and/ 
or  narrowing,  kinking  or  an  extrinsic  band-like 
impression  at  the  ureteropelvic  junction.  These 
changes  are  not  ordinally  considered  to  be  sig- 
nificant, and  the  search  proceeds  in  other  di- 
rections. 

Bourne  suggested  obtaining  the  intravenous 
pyelogram  during  an  acute  attack,  which  would 
confirm  the  presence  of  hydronephrosis,  but 
this  is  usually  not  practical.  Kendall  and  Karafin 
utilized  oral  administration  of  1000  cc.  of  fluid, 
intravenous  administration  of  1000  cc.  of  dex- 
trose in  water,  or  500  cc.  of  10%  mannitol  solu- 
tion prior  to  the  intravenous  pyelogram.  We  are 
trying  a 5%  mannitol  solution  composed  of  50 
grams  of  mannitol  in  1000  cc.  of  5%  dextrose  in 
water.  This  is  infused  rapidly  and  followed  by 
injection  of  55  cc.  of  Renografin  60.  Flat  and 
erect  films  are  obtained  at  5,  10,  15,  and  30 
minute  intervals.  The  positive  pyelogram  is 
quite  dramatic.  It  is  usually  accompanied  by 
reproduction  of  the  patient’s  pain,  though  not 
always  equal  in  severity. 

5%  mannitol  solution  given  intravenously  has 
an  osmotic  diuretic  effect.  It  is  excreted  by  the 
glomeruli  and  encourages  glomerular  and  tubu- 
lar dilution  of  the  urinary  solute.  Utilization  of 
the  mannitol  produces  a more  prompt  and  sus- 
tained diuresis,  accentuating  the  dilatation  of 
the  renal  pelvis.  Conceivably,  this  test  could 
be  used  to  determine  the  functional  significance 
of  renal  infundibular  and  more  distal  ureteral 
impressions  as  well.  Adverse  reactions  are  rarely 
caused  by  mannitol,  but  nausea,  vomiting,  chills 
and  headache  have  been  reported.  The  pro- 
cedure is  not  recommended  in  the  presence  of 
renal  or  cardiac  disease. 

The  treatment  is  surgical  — relief  of  the  ob- 
struction, although,  presumably,  conservative 
control  might  be  possible  in  mild  cases  by  limit- 
ing excessive  fluid  intake. 
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MOBILE  FAMILY  PLANNING 

WILLIAM  C.  WADE 

The  Yavapai  County  Health  Department  lo- 
cated in  Northern  Arizona  has  initiated  a mobile 
family  planning  service  with  the  cooperation  and 
work  of  a Prescott  obstetrician,  Dr.  David  Kiser. 

Yavapai  County,  located  in  central  northern 
Arizona,  covers  8,095  square  miles  of  land  which 
includes  three  national  forests  and  large  moun- 
tain ranges.  The  population  is  centered  mainly 
in  Prescott,  the  capital  city  and  the  Verde  Val- 
ley, which  is  located  approximately  50  miles  to 
the  east. 

During  the  summer  of  1971,  Dr.  David  Kiser, 
who  was  conducting  Family  Planning  Clinics  in 
Prescott,  realized  the  need  to  expand  services  to 
the  outlying  communities  throughout  the  county. 
Many  small  towns  throughout  Yavapai  County 
are  located  50-75  miles  from  medical  care  and 
many  times  transportation,  especially  for  the 
indigent  population,  is  difficult  or  impossible  to 
obtain. 


';r"~ 


Mobile  unit  in  Ash  Fork  at  high  school. 

Dr.  Kiser,  who  owns  a medium-size  Chevrolet 
mobile  van  which  he  uses  for  camping  and  recre- 
ational purposes,  donated  the  use  of  this  van  for 
the  delivery  of  medical  services.  The  County 


Left  to  right:  Dr.  Yount,  Yavapai  County  Health  Officer; 
Mrs.  Phyllis  Elliott,  Yavapai  County  Family  Planning 
Nurse;  Mrs.  Marie  Sutton,  Northern  Arizona  Family 
Planning  Public  Health  Nurse;  Dr.  David  Kiser,  owner 
of  mobile  unit  and  family  planning  physician. 


Mrs.  Elliott  and  Dr.  Kiser  in  mobile  unit  (examining 
table  shown  between). 


Health  Department  provided  an  examining  table 
which  Dr.  Kiser  had  rebuilt  to  fit  in  the  back  of 
the  mobile  unit. 

Visits  were  made  in  each  community  by  Mrs. 
Marie  Sutton,  a Public  Health  Nurse  for  the 
Northern  Arizona  Family  Planning  Program,  and 
Mrs.  Phyllis  Elliott,  the  Yavapai  County  Family 
Planning  Nurse.  Community  meetings  were  con- 
ducted and  discussions  were  held  to  determine 
the  patient  need  and  where  a mobile  unit  could 
be  located  if  services  were  offered. 

In  Ash  Fork  and  Seligman,  two  small  com- 
munities on  Route  66,  the  Public  Schools  agreed 
to  have  the  mobile  unit  park  in  front  of  the 
school  and  use  a school  office  for  patient  inter- 
viewing and  for  accomplishing  preliminary  lab- 
oratory procedures. 

Volunteers  were  found  through  various  inter- 
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FAMILY  PLANNING  LOCATIONS 


YAVAPAI  COUNTY 


• Clinic  Sites 
+ Mobile  Sites 


ested  townspeople  to  assist  during  each  clinic 
and  to  act  as  vehicles  in  providing  information 
regarding  the  mobile  unit  in  each  community. 

Through  the  utilization  of  volunteers  during 
the  clinics  and  by  using  interested  community 
people  to  serve  as  recruitment  “aides”,  the 
mobile  team  consists  of  the  physician  and  one 
Public  Health  Nurse.  Training  of  volunteers  and 
aides  was  accomplished  by  the  Northern  Arizona 
Family  Planning  Program  in  cooperation  with 
the  Yavapai  County  Health  Department. 

Due  to  the  number  of  potential  patients  in 
each  community  an  afternoon  clinic  once  a 
month  in  each  community  was  arranged.  At  the 
clinic  each  woman  receives  a hematocrit,  urin- 
alysis, VDRL,  Thayer-Martin  Gonorrhea  Culture, 
and  tuberculin  skin  test.  The  patient  then  re- 
ceives a complete  physical  examination  and  a 
pap  smear  by  the  physician.  Depending  on  the 
physician’s  evaluation  of  the  above  laboratory 
and  medical  procedure,  the  women  are  provided 
the  contraceptive  of  their  choice.  Patients  found 
in  need  of  further  medical  treatment  or  diag- 
nostic evaluation  are  referred  to  their  private 
physician.  Each  patient  returns  to  the  clinic  every 
six  months  for  a repeat  pap  smear  and  a resupply 
of  contraceptives  if  no  medical  problems  exist. 


Counseling  and  education  are  provided  each 
patient  by  the  Public  Health  Nurse  in  regards 
to  family  planning  and  general  health  care.  An 
emphasis  is  placed  on  the  total  family  in  refer- 
ence to  preventive  health  and  health  education. 

During  the  first  two  visits  in  each  community 
a total  of  ten  women  attended  each  clinic  ses- 
sion. The  clinics  were  conducted  without  any 
major  problems  and  the  communities  were  very 
receptive  to  the  mobile  unit  and  the  physician. 

After  minor  problems  have  been  corrected 
and  when  the  initial  family  planning  patient 
load  becomes  relatively  level,  hopefully  other 
health  department  clinics  and  services  can  be 
offered  the  public  through  the  mobile  unit. 

At  the  present  time,  the  Black  Canyon  City 
area  in  southern  Yavapai  County  which  borders 
Maricopa  County  is  being  evaluated  as  a future 
clinic  site. 

The  Family  Planning  Program  in  Northern 
Arizona  and  in  Yavapai  County  continues  to 
assist  women  and  families  with  spacing  their" 
children  in  the  hope  that  each  child  will  be  a 
wanted  child.  More  important  is  the  emphasis 
that  many  health  problems  can  be  prevented 
through  proper  education  and  regular  medical 
examinations. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


THE  AMA  MEDICREDIT  NATIONAL  HEALTH  INSURANCE  PROGRAM 


The  official  policy  of  the  American  Medical 
Association  is  that  “it  is  a basic  right  of  every 
citizen  to  have  available  to  him  adequate  health 
care;  it  is  a basic  right  of  every  citizen  to  have 
a free  choice  of  physician  and  institution  — ; the 
medical  profession,  using  all  means  at  its  dis- 
posal, should  endeavor  to  make  good  medical 
care  available  to  each  person.  Health  care  for 
the  poor  should  not  be  dissociated  from,  but 
rather  should  be  a vital  part  of  the  over-all 
health  care  system.” 

The  A.M.A.’s  “Health  Care  Insurance  Act  of 
1971,”  commonly  called  “Medicredit”  gives  every 
person  in  the  United  States  under  the  age  of  65 
equal  access  to  high  quality  medical  and  health 
care  regardless  of  ability  to  pay,  preserves  Medi- 
care for  the  elderly  and  replaces  Medicaid.  A 


variety  of  insurors  are  involved  but  all  programs 
must  be  approved  by  the  respective  states  to 
assure  that  benefits  meet  the  national  standards. 
For  persons  of  low  income  who  are  unable  to 
buy  protection  for  themselves  or  their  depen- 
dents, the  federal  government  will  pay  the  total 
cost  of  the  premium  or  membership.  As  income 
rises,  the  federal  contribution  diminishes.  Thus, 
Medicredit  doesn’t  obligate  all  taxpayers  to  pay 
for  care  of  people  who  can  afford  to  handle 
most  of  their  own  medical  problems,  doesn’t 
require  restricting  the  entire  health  care  system, 
and  doesn’t  hold  up  group  practice  — or  any 
other  form  of  medical  practice  — as  the  best 
or  only  effective  system  of  patient  care.  Think- 
ing citizens  should  respond  favorably  to  the 
Medicredit  type  of  legislation. 

John  R.  Green,  M.D. 
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FOR  THE  GOOD  OF  MANKIND 
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James  L.  Grobe,  M.D. 


Once  there  was  a proud  race  of  independent 
people  who  were  able  to  direct  their  own  life 
activities,  and  plan  their  future.  But,  then  along 
came  another  race  of  people  who  for  “the  good 
of  mankind’'  decided  they  should  “help”  these 
proud  and  happy  people  by  solving  their  social 
and  economic  problems.  The  end  result  has  been 
an  almost  slave-like  existence,  degradation  and 
breakdown  of  centuries  old  customs  and  mores. 

One  can  easily  identify  the  American  Indian 
as  the  race  that  suffered  so  much  at  the  hands 
of  those  who  “knew  best.” 

In  today’s  society  we  have  some  of  the  same 
political-social  oriented  type  people  who  would 
solve  our  problems.  A very  special  area  of  their 
activity  is  regional  and  state  wide  health  plan- 
ning. We  have  “instant  experts”  in  consumers, 
labor  unions  and  government  who  are  studying, 
planning,  and  proposing  solutions  to  problems 
of  health  care.  Many  of  these  people  have  the 
best  of  intentions  while  some  work  very  hard 
at  exploiting  these  problems  for  their  own  per- 
sonal gains.  However,  no  group  has  the  knowl- 
edge and  personal  commitment  that  rests  with 
organized  medicine.  We  do  care! 

By  every  recognized  and  valid  standard  Amer- 
ican medicine  is  the  best  in  the  world.  However, 
because  of  social  and  economic  reasons  and 
maldistribution  of  health  care  facilities  and  per- 
sonnel we  do  have  problems  of  access  to  this 
care  by  all  our  citizens.  Medicine  is  concerned 
and  is  doing  its  best  to  help  solve  these  prob- 
lems. However,  it  is  disturbing  that  the  planners 
of  our  future  would  ignore  our  efforts  and  ad- 
vice. Common  sense  would  dictate  that  medi- 
cine should  be  involved  and  our  advise  sought 
when  health  care  planning  is  done.  All  too  fre- 
quently our  participation  has  been  symbolic,  and 
organized  medicine  has  little  or  no  input  into 
planning.  We  are  being  used! 

All  the  people  of  our  state  should  be  aware 
of  the  proposals  contained  in  the  interim  report 
to  the  legislature  on  Arizona  Health  Planning. 
The  Arizona  Health  Planning  letter  (Dec.  71-Jan. 
72,  Vol.  3,  No.  8)  lists  the  following  recom- 
mendations for  action  by  the  Arizona  legislature: 

1.  A cabinet  level  organization  for  health  serv- 
ices should  be  established  in  Arizona  State  Gov- 
ernment. This  should  include  all  activities  of 
state  government  concerned  primarily  with  pro- 
viding health  services. 

2.  Local  Departments  of  health  and  county 
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programs  for  care  of  the  indigent  should  be  com- 
bined. 

3.  The  scope  and  means  of  access  to  health 
services  provided  by  programs  for  the  care  of 
the  indigent  sick  should  be  clearly  defined. 

4.  Means  should  be  provided  for  developing 
a plan  to  pay  the  cost  of  catastrophic  illness  when 
necessary  to  protect  all  citizens  against  financial 
disaster. 

5.  There  should  be  clear  permission,  in  the 
law,  for  the  operation  of  health  maintenance 
organizations. 

6.  The  Arizona  Health  Planning  Authority 
should  be  assigned  responsibility  for  determin- 
ing, with  appropriate  organizations  representing 
the  principal  practitioners  of  the  healing  arts, 
how  the  scope  of  health  services  performed  by 
the  various  professions  licensed  in  Arizona  can 
be  extended  to  make  better  use  of  existing  per- 
sonnel for  providing  health  services. 

7.  The  practice  of  physician  assistants  and 
other  paramedical  personnel  should  be  legalized, 
and  the  scope  of  their  services  established. 


v 
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DIVISION  OF  NUCLEAR  MEDICINE 

During  the  past  two  decades,  the  clinical  ap- 
plication of  isotopic  tracers  have  grown  from 
being  a rarity,  practiced  in  only  a few  major 
centers,  to  where  routine  procedures  may  now 
be  found  in  almost  any  general  hospital.  An 
estimated  30  to  40  percent  of  the  patients  enter- 
ing a hospital  in  this  country  in  the  past  year 
received  at  least  one  dose  of  a radionuclide  in 
a diagnostic  or  therapeutic  modality.  Radionu- 
clide procedures  are  currently  applied  in  every 
medical  specialty.  Many  research  efforts  in  this 
branch  of  medicine  have  obtained  worldwide 
importance  in  clinical  medicine  as  well  as  add- 
ing to  the  knowledge  of  fundamental  biological 
processes. 

The  Division  of  Nuclear  Medicine  at  the  Uni- 
versity of  Arizona  College  of  Medicine  is  part 


8.  A program  for  emergency  medical  services 
in  Arizona  should  be  established. 

9.  Health  education  should  be  established  as 
a requirement  for  graduation  from  secondary 
school.  Such  legislation  should  provide  for  de- 
velopment of  a health  education  curriculum  in 
elementary,  junior,  and  senior  high  schools  rele- 
vant to  all  our  current  health  problems  and  needs 
of  children  and  youth  at  various  ages. 

It  would  seem  appropriate  that  any  agency 
or  organization  studying  health  care  needs 
(needs,  not  desires)  should  dig  deep  enough  to 
uncover  the  cause  and  relationship  between 
socio-economic  problems  and  health  problems. 
To  do  otherwise  is  putting  the  cart  before  the 
horse. 

As  Jimmy  Durante  says  “Everybody  wants  to 
get  into  the  act!”  Unless  organized  medicine 
and  the  health  care  industry  more  actively  par- 
ticipate in  planning  and  policy  decisions  con- 
cerning solutions  to  health  care  problems  we  may 
end  up  like  the  American  Indian  — done  in  by 
“those  who  know  best”  and  “for  the  good  of 
mankind.” 


of  the  Department  of  Radiology.  It  is  directed 
by  Dr.  Robert  O’Mara,  who  came  to  us  from 
the  Upstate  Medical  Center  of  the  State  Uni- 
versity of  New  York.  Like  most  major  sections 
of  Nuclear  Medicine,  it  houses  a hybrid  group 
of  individuals,  with  radiologists,  internists,  path- 
ologists, physicists,  technologists,  electrical  and 
physical  engineers,  raidochemists,  and  radio- 
pharmacists joining  together  in  a team  role  for 
development  and  practice  of  Nuclear  Medicine. 

Clinical  areas  offered  include:  (1)  Imaging 
techniques  for  visualization  of  the  gross  mor- 
phology and,  at  times,  function  of  the  central 
nervous  system,  thyroid  and  parathyroid  glands, 
lungs,  blood  pool,  heart,  liver,  spleen  and  bone 
marrow,  bone,  pancreas,  and  renal  organ  sys- 
tems. These  diagnostic  studies  are  usually  of  a 
screening  variety  offering  a great  deal  of  in- 
formation about  a patient’s  clinical  problem  with 
minimal  radiation  hazard  to  the  patient.  (2)  a 
wide  variety  of  in-vivo  and  in-vitro  studies  are 
offered  including  thyroid  function  studies,  gas- 
tric and  intestinal  absorption  studies  and  excre- 
tion studies,  ferrokinetics,  red  cell  survival  and 
sequestration  determinating,  as  well  as  some  of 
the  newer  radioimmunoassay  techniques  which 
offer  such  promise  in  the  clinical  areas  of  En- 
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docrinology,  Cardiology,  and  other  sections  of 
Internal  Medicine. 

The  research  interests  of  this  Division  are  di- 
rected toward  study  of  the  skeletal,  renal,  and 
pulmonary  systems  and  the  diseases  that  afflict 
these.  Progress  is  expected  from  the  development 
of  better  instrumentation  so  that  the  somewhat 
coarse  resolution  of  present-day  equipment  may 
be  refined,  and  also  the  development  of  better 
radiopharmaceuticals  which  may  allow  more 
specific  information  to  be  gathered  concerning 
the  underlying  processes  of  these  systems.  Great 
emphasis  is  placed  on  the  development  of  an 
in-house  central  radiopharmacy  to  assure  prompt 
preparation  of  radiopharmaceuticals  in  a sterile 
and  pyrogen  free  atmosphere,  thereby  increasing 
patient  safety. 

As  with  most  new  branches  of  medicine, 
training  of  personnel  is  a problem.  Training 
programs  for  Nuclear  Medicine  technologists 
and  radiopharmaeists  will  be  established  in  the 
coming  year.  Already,  there  have  been  two  in- 
stances of  “up-date”  training  performed  for  per- 
sonnel from  smaller  hospitals  in  the  Southwest 
area.  At  the  physician  level,  a residency  pro- 
gram in  Nuclear  Medicine  allowing  for  the  train- 
ing of  two  residents  each  year,  has  been  estab- 
lished. This  follows  the  conditions  and  principles 
stipulated  by  the  Society  of  Nuclear  Medicine 
in  anticipating  the  establishment  of  a separate 
Board  Examination  in  this  specialty.  Instruction 
in  Nuclear  Medicine  is  given  to  the  medical  stu- 
dents as  early  as  the  second  year  with  elective 
periods  offered  during  the  final  year. 

We  have  been  gratified  by  the  response  of 
the  physicians  of  Arizona,  especially  those  in- 
volved already  in  Nuclear  Medicine.  Their  en- 
couragement and  cooperation  has  been  freely 
given  and  helpful  on  several  occasions  in  estab- 
lishing this  broad-reaching  and  energetic  pro- 
gram. Also  the  cooperation  given  by  regulatory 
agencies,  such  as  the  Arizona  Atomic  Energy 
Commission,  and  ancillary  support  from  areas 
such  as  the  University’s  Departments  of  Physics 
and  Nuclear  Engineering  have  been  invaluable. 
This  assistance  has  been  most  helpful  in  get- 
ting this  program  started.  Hopefully,  it  will 
end  in  one  in  which  the  entire  state  of  Arizona 
can  take  pride. 


WILLIAM  B.  McGRATH,  M.D. 


People  differ  in  the  ways  they  express  their 
needs  or  assert  themselves.  The  personality  dis- 
orders provide  a scaffold  of  examples.  The  stunt- 
ed personality  patterns,  you  will  recall,  are  the 
inadequate,  the  schizoid,  the  cyclothymic  and 
the  paranoid.  Fixed  trait  disorders  are  the  emo- 
tionally unstable  or  hysterical  personalities,  the 
obsessive-compulisve,  the  passive-aggressive  or 
the  sociopathic. 

In  order  to  survive  as  an  individual,  during  de- 
velopmental years,  each  of  us  had  to  use  a dif- 
ferent set  of  offensive  and  defensive  techniques. 
By  repetition  and  reinforcement  these  became 
rigid  patterns  or  traits  which  are  immoderate  and 
no  longer  necessary.  They  camouflage  our  basic 
insecurity,  but  for  that  very  reason  the  insecurity 
persists.  A man  insists  on  having  his  own  way 
not  out  of  selfishness  but  because  it  was  the  only 
way  he  knew  to  cope  with  the  haunting  fears 
of  intimidation  or  abandonment.  The  individual 
is  unaware  of  having  this  or  that  characteristic, 
or  is  too  apprehensive  to  relinquish  it. 

Now  a man’s  wife  is  his  alter  ego.  They  say 
that  a man  will  marry  the  kind  of  woman  he 
would  like  to  have  been  — if  he  had  been  a 
woman.  The  statement  is  pseudo-profound:  op- 
posites attract;  yang  and  yin.  My  own  wife,  for 
example,  holds  the  high  cards  in  common  sense, 
a suit  in  which  I happen  to  be  void. 
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One  could  make  an  indefinitely  long  list  of 
the  opposites  which  attract:  dependent- indepen- 
dent, shy-bold,  secretive-open,  suspicious-trust- 
ing, introvert-extrovert. 

A cold  person  will  instinctively  look  for  one 
who  is  warm.  A pessimist  will  find  an  optimist. 
One  might  suppose  that  such  would  give  the 
marriage  a measure  of  stability  or  balance.  Un- 
fortunately the  teeter-totter  falls  off  its  central 
mount.  May  we  take  just  the  fundamental  need 
of  self-assertion  to  show  what  commonly  goes 
wrong  in  a marriage? 

Certain  personality  types  (schizoid,  obsessive- 
compulsive  or  passive-aggressive)  are  hesitant 
to  assert  themselves  or  only  do  so  by  indirect 
or  devious  means.  Such  an  individual,  encoun- 
tering negligence  in  a store  or  restaurant,  will 
simply  leave  and  never  go  back.  His  spouse, 
who  appears  more  aggressive  but  is  just  more 
open  and  direct,  will  be  disposed  to  take  a 
stand  and  require  that  the  disservice  be  cor- 
rected. This  would  make  the  husband  ner- 
vous. So  in  this  and  in  a thousand  similar  situa- 
tions he  will  try  to  quash  that  very  trait  of  open- 
ness which  made  his  wife  attractive  to  him  in 
the  first  place. 

Obversely  the  paranoid  or  hysterical  person- 
ality or  the  unselfcritical  aggressive  will  push  for 
more  attention  or  importance  than  he  merits. 
He  will  misrepresent  or  over-extend  himself. 
Then  he  will  expect  his  loyal  wife  to  join  him  in 
his  self-pity:  two  against  the  world. 

How  many  bitter  examples  could  we  adduce: 
the  penurious  individual  who  is  frightened  by 
his  wife’s  generosity;  the  rigid  disciplinarian  who 
will  not  let  his  wife  be  relaxed  or  even  friendly 
with  the  children;  the  joyless  and  inhibited  per- 
son who  will  habitually  suppress  any  show  of 
enthusiasm  or  gaiety;  the  unloving  person  who 
will  finally  stifle  his  wife’s  affection. 

The  conflict  is  obvious.  So  is  the  outcome. 
When  a man  has  succeeded  in  extinguishing 
those  traits  in  his  wife  which  he  does  not  share, 
then  he  will  no  longer  need  her  or  find  her 
attractive. 


An  acrid  warning  is  when  he  begins  carping 
at  his  wife  for  what  she  isn’t.  He  will  accuse 
her  of  those  inadequacies  which  he  does  not 
recognize  in  himself.  Having  subtly  sabotaged 
her  efforts  toward  finding  a common  interest  he 
will  then  criticize  her  because  he  has  no  avoca- 
tion or  hobby.  It  is  now  her  fault  that  he  does 
not  have  buddies  and  they  do  not  have  a circle 
of  friends.  He  will  blame  her  for  his  own  failure 
of  growth,  never  realizing  that  his  growth  only 
required  the  corrective  influences  of  her  refresh- 
ing personality. 

This  is  the  crux  of  the  matter.  If  a man  is 
wanting  further  growth  for  himself  and  for  his 
marriage,  he  must  realize  that  he  does  have  an 
alter  ego  in  his  wife.  First,  of  course,  he  must 
not  only  permit  but  actively  encourage  his  wife 
to  be  herself.  Her  traits  will  be  quite  opposite 
to  his  own.  He  can  witness  the  ways  in  which 
she  expresses  her  needs,  and  her  ways  will  be 
different  from  his. 

Granted  that  her  ways  are  not  necessarily  or 
inherently  better.  But  they  are  better  for  him 
simply  by  contrast  with  his  own.  In  observing 
the  difference  between  his  personality  and  that 
of  his  wife,  a man  can  reflect  on  those  traits  in 
himself  which  have  needed  and  can  now  afford 
some  flexibility  or  change. 

Welcoming  the  influence  of  his  wife’s  ex- 
ample he  can  begin  to  confront  all  those  ghosts 
which  fear  has  heretofore  compelled  him  to 
avoid.  He  will  learn  from  her  that  he  can  be 
more  open-minded  without  losing  the  courage 
of  his  convictions.  She  can  teach  him  to  be  a 
good  sport  once  in  awhile  without  feeling  sub- 
missive. He  will  discover  that  his  own  stature 
is  not  increased  by  disparaging  others  nor  dim- 
inished when  he  pays  someone  else  a compli- 
ment. His  wife  might  finally  convince  him  that 
it  is  all  right  to  be  honest  in  asserting  himself 
and  uncomplicated  in  expressing  his  needs. 
Then  if  he  will  quit  trying  to  change  his  wife 
he  will  remember  why  he  did  fall  in  love  with 
her. 
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SCHEDULE  OF  AFFAIRS 


TUESDAY,  APRIL  25,  1972 

7:00  A.M.— Executive  Committee  Breakfast  Lanai  Room 

BOARD  OF  DIRECTORS 

9:00  A.M.-Board  Meeting  Convention  Center 

12:00  noon— Board  Luncheon  French  Quarter 

1:00  P.M.— Exhibit  Hall  Opens  — Visit  the  Exhibits  — Visit  the  Exhibits 

Registration  Badge  Required  to  Attend  All  Sessions  — Uniformed  Guard 

HOUSE  OF  DELEGATES 

1:00-2:00  P.M.-First  Session Room  A2  Convention  Center 

2:00  P.M.— General  Session  Opening  Exercises  Room  A2  Convention  Center 

Call  to  Order 

James  L.  Grobe,  M.D.,  President 
Invocation  and  Memorial  Service 

The  Rev.  Richard  M.  Archibald  — Emmanuel  United  Presbyterian  Church,  Phoenix 
Welcome 

Richard  L.  Dexter,  M.D.,  President,  Pima  County  Medical  Society 
Response 

John  Blaisdell,  M.D.,  President,  Cochise  County  Medical  Society 
Introduction  of  Distinguished  Guests 

Honorable  B.  L.  Tims,  Mayor  of  Scottsdale 
Introduction  of  Incoming  President 

James  L.  Grobe,  M.D. 

Presidential  Address 

John  J.  Standifer,  M.D. 

3:00  P.M.— Recess  — Visit  the  Exhibits 

3:30  P.M.-BLUE  SHIELD  ANNUAL  CORPORATE  BODY  MEETING 

First  Session  Room  A2  Convention  Center 

WEDNESDAY,  APRIL  26,  1972 

8:00  A.M.-12:00  noon— ArMA  Resolutions  Reference  Committee 

to  be  followed  by 

BLUE  SHIELD  RESOLUTIONS  COMMITTEE 

8:00  A.M. -12:00  noon— ArMA  Amendments  Reference  Committee 

12:00  noon— Past  Presidents  Luncheon  

12:00  noon— Western  Orthopedic  Association  

SPORTS 

1:00  P.M.— Annual  Golf  Tournament  Tee-off  Time 

Camelback  Inn  Country  Club  — 7847  N.  Mockingbird  Lane,  Scottsdale 


Green  Fee:  $12.00  includes  cart,  snacks  and  fun 
1:00  P.M.— Annual  Tennis  Tournament 

Tempe  Racquet  & Swim  Club  — 2140  E.  Broadway,  Tempe 


6:30  P.M.-7:30  P.M.-SECOND  ANNUAL  NATIONAL  CALLIOPE  CONCERT  North  Poolside 

Courtesy  of  Boyden  L.  Crouch,  M.D. 

7:00  P.M.— Annual  Reception  North  Poolside 

6:30  P.M.— Silent  Auction  North  Poolside 

7:30  P.M. -11:30  P.M.— The  Desert  City  Six  Plus  One 

8:00  P.M.-ANNUAL  STEAK  FRY  North  Poolside 

(Admission  by  ticket  only) 


Dress:  Western  or  Casual 


Room  A2  Convention  Center 

Room  A2  Convention  Center 

Directors  Room  above  Hotel  Lobby 

French  Quarter  Room  #1 

French  Quarter  Room  # 2 


Quarter 

Quarter 


Lobby 


THURSDAY,  APRIL  27,  1972 

7:00  A.M.-BREAKFAST  French 

7:30  A.M. -8:45  A.M.-PANEL  DISCUSSIONS  French 

Title:  The  College  of  Medicine  — 1972 

Discussants:  Jack  M.  Layton,  M.D.,  Acting  Dean  & Director,  A.M.C. 

Robert  A.  Barbee,  M.D.,  Assistant  Dean,  Academic  Affairs 
George  H.  Adams,  Ph.D.,  Assistant  Dean,  Student  Affairs 
9:00  A.M. -9:25  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS  , . „ . 

SECTION  I Embassy  Room  above  Hotel 

Title:  Management  of  the  Suspicious  Pap  Smear 
Speaker:  William  C.  Scott,  M.D. 

Moderator:  William  A.  Susong,  M.D. 

SECTION  II  Room  A-l  Convention  Center 

Title:  A Backward  Look  at  Hip  Fractures 
Speaker:  Joseph  H.  Reno,  M.D. 

Moderator:  William  E.  Bishop,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION Room  A-2  Convention  Center 

(Panel  starts  at  9:00  a.m.  - Ends  10:15  a.m.) 

Title:  Angina  Pectoris  - Current  Approach  to  Therapy  ^ . T w x , ^ T 

Discussants:  Jerome  C.  Robinson,  M.D.;  Cecil  C.  Vaughn,  M.D.;  Frank  I.  Marcus,  M.D.;  Lee 
B.  Brown,  M.D.;  Alberto  Benchimol,  M.D. 

9:25  A.M.-9:50  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS  ,,,1111 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Stress  Ulcer  - A Preventable  Disease  _ w _ .....  , . . „ 

Speaker:  Merrill  S.  Cehrnov,  M.D.;  Harry  W.  Hale,  Jr.,  M.D.;  MacDonald  Wood,  M.D. 
Moderator:  William  A.  Susong,  M.D. 
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THURSDAY,  APRIL  27,  1972 

SECTION  II  Room  A-l  Convention  Center 

Title:  Surgical  Therapy  for  Portal  Hypertension 
Speaker:  Charles  L.  Witte,  M.D. 

Moderator:  William  E.  Bishop,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION Room  A-2  Convention  Center 

(Panel  starts  at  9:00  a.m.  — Ends  10:15  a.m.) 

Title:  Angina  Pectoris  — Current  Approach  to  Therapy 

Discussants:  Jerome  C.  Robinson,  M.D.;  Cecil  C.  Vaughn,  M.D.;  Frank  I.  Marcus,  M.D.;  Lee 
B.  Brown,  M.D.;  Alberto  Benchimol,  M.D. 

9:50  A.M. -10: 15  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I . . Embassy  Room  above  Hotel  Lobby 

Title:  The  Pills  vs.  IUD 
Speaker:  Edward  Sattenspiel,  M.D. 

Moderator:  William  A.  Susong,  M.D. 

SECTION  II Room  A-l  Convention  Center 

Title:  Pulmonary  Complications  of  Trauma 
Speaker:  Leonard  F.  Peltier,  Ph.D.,  M.D. 

Moderator:  William  E.  Bishop,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSIONS  Room  A-2  Convention  Center 

(Panel  starts  at  9:00  a.m.  — Ends  10:15  a.m.) 

Title:  Angina  Pectoris  — Current  Approach  to  Therapy 

Discussants:  Jerome  C.  Robinson,  M.D.;  Cecil  C.  Vaughn,  M.D.;  Frank  I.  Marcus,  M.D.;  Lee 

B.  Brown,  M.D.;  Alberto  Benchimol,  M.D. 

10:15  A.M. -10:45  A.M.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 

(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 

10:45  A.M. -11:10  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Treatfnent  of  Acute  Ventilatory  Failure 
Speaker:  Louis  J.  Kettel,  M.D. 

Moderator:  T.  Richard  Gregory,  M.D. 

SECTION  II  Room  A-l  Convention  Center 

Title:  Treatment  of  Abdominal  Trauma 
Speaker:  D.  Scott  Clark,  M.D. 

Moderator:  Eugene  Leibsohn,  M.D. 

SECTION  II  - 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  10:45  a.m.  —.Ends  12  noon) 

Title:  Parinotology  — Fetal  Maturity,  Cytogenetics,  Parental  Counseling,  etc. 

Discussants:  Raymond  J.  Jennett,  M.D.;  Belton  P.  Meyer,  M.D.; 

C.  Donald  Christian,  M.D.;  M.  Wayne  Heine,  M.D. 

11:10  A.M. -11:35  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Exercise  and  Stress  Exercise  Testing 
Speaker:  Frank  I.  Marcus,  M.D. 

Moderator:  T.  Richard  Gregory,  M.D. 

SECTION  II  Room  A-l  Convention  Center 

Title:  Surgical  Management  of  Complications  Following  Myocardial  Infarction 
Speakers:  Charles  M.  Rucker,  M.D.;  Cecil  C.  Vaughn,  M.D. 

Moderator:  Eugene  Leibsohn,  M.D. 

SECTION  III  — 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  10:45  a.m.  — Ends  12  noon) 

Title:  Parinotology  — Fetal  Maturity,  Cytogenetics,  Parental  Counseling,  etc. 

Discussants:  Raymond  J.  Jennett,  M.D.;  Belton  P.  Meyer,  M.D.; 

C.  Donald  Christian,  M.D.;  M.  Wayne  Heine,  M.D. 

11:35  A.M.-12  noon-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Sexual  Behavior  in  the  Senior  Citizen 
Speaker:  Charles  M.  Kerr,  M.D. 

Moderator:  T.  Richard  Gregory,  M.D. 

SECTION  II  Room  A-l  Convention  Center 

Title:  Treatment  of  Skin  Cancer 
Speaker:  William  C.  Trier,  M.D. 

Moderator:  Eugene  Leibsohn,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION Room  A-2  Convention  Center 

(Panel  starts  at  10:45  a.m.  — Ends  at  12  noon) 

Title:  Parinotology  — Fetal  Maturity,  Cytogenetics,  Parental  Counseling,  etc. 

Discussants:  Raymond  J.  Jennett,  M.D.;  Belton  P.  Meyer,  M.D.; 

C.  Donald  Christian,  M.D.;  M.  Wayne  Heine,  M.D. 

12  noon-l:45  P.M.-LUNCHEON  RECESS  AND  SPECIALTY  SOCIETY  LUNCHEONS 

American  College  of  Surgeons  and  Arizona  Surgical  Association Lanai  Room 

Arizona  Academy  of  Family  Physicians  Kudu  Room 

Arizona  Section,  American  College  of  OB-Gyn French  Quarter  Room  #2 

(Business  meeting  only) 

2:00  P.M.-2:25  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Clinical  Importance  of  Chronic  Active  Hepatitis 
Speaker:  Charles  I.  Krone,  M.D. 

Moderator:  Milton  S.  Dworin,  M.D. 
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THURSDAY,  APRIL  27,  1972 

SECTION  II  . Room  A-l  Convention  Center 

Title:  Sex  Education  for  Practicing  Physicians 
Speaker:  Charles  M.  Kerr,  M.D. 

Moderator:  James  M.  Hurley,  M.D. 

SECTION  III  — 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  2:00  p.m.  — Ends  3:15  p.m.) 

Title:  Current  Concepts  in  Blood  Replacement  Therapy 

Discussants:  Douglas  W.  Huestis,  M.D.;  Charles  L.  Witte,  M.D.;  John  Boyer,  M.D. 

2:25  P.M. -2:50  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Bronchiogenic  Cysts  in  Children 

Speaker:  Victor  Valda,  M.D.;  David  S.  Trump,  M.D. 

Moderator:  Milton  S.  Dworin,  M.D. 

SECTION  II Room  A-l  Convention  Center 

Title:  Coin  Lesions,  Pulmonary  in  the  Southwest 
Speaker:  C.  Thomas  Read,  M.D. 

Moderator:  James  M.  Hurley,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION  .....Room  A-2  Convention  Center 
(Panel  starts  at  2:00  p.m.  — Ends  3:15  p.m.) 

Title:  Current  Concepts  in  Blood  Replacement  Therapy 

Discussants:  Douglas  W.  Huestis,  M.D.;  Charles  I.  Witte,  M.D.;  John  Boyer,  M.D. 

2:50  P.M.-3:15  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  The  Mechanism  of  Thrombosis 
Speaker:  Oscar  A.  Thorup,  Jr.,  M.D. 

Moderator:  Milton  S.  Dworin,  M.D. 

SECTION  II Room  A-l  Convention  Center 

Title:  A Biphasic  Effect  of  Glucocorticoids  on  Thyroid  Regulatory  Mechanisms 
Speaker:  Marvin  R.  Brown,  B.S.  (3rd  Year  Medical  Student,  U of  A); 

George  A.  Hedge,  Ph.D. 

Moderator:  James  M.  Hurley,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION Room  A-2  Convention  Center 

(Panel  starts  at  2:00  p.m.  — Ends  3:15  p.m.) 

Title:  Current  Concepts  in  Blood  Replacement  Therapy 

Discussants:  Douglas  W.  Huestis,  M.D.;  Charles  I.  Witte,  M.D.;  John  Boyer,  M.D. 

3:15  P.M.-3.-45  P.M.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 

(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 

3:45  P.M. -4:10  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  A Pediatrician  Looks  at  Risk  Factor  in  Athersclerotic  Heart  Disease 
Speaker:  Glenn  Friedman,  M.D. 

Moderator:  Philip  E.  Dew,  M.D. 

SECTION  II  — 75-MINUTE  PANEL  DISCUSSION  Room  A-l  Convention  Center 

(Panel  starts  at  3:45  p.m.  — Ends  5:00  p.m.) 

Title:  Oral  Hypoglycemics 

Discussants:  Philip  Levy,  M.D.;  Charles  A.  Nugent,  M.D.;  Shiao-Wei  Shen,  M.D.; 

Harold  E.  Lebovitz,  M.D. 

4:10  P.M. -4:35  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Renal  Stone  Formation 
Speaker:  George  W.  Drach,  M.D. 

Moderator:  Philip  E.  Dew,  M.D. 

SECTION  II  — 75-MINUTE  PANEL  DISCUSSION  Room  A-l  Convention  Center 

(Panel  starts  at  3:45  p.m.  — Ends  5:00  p.m.) 

Title:  Oral  Hypoglycemics 

Discussants:  Philip  Levy,  M.D.;  Charles  A.  Nugent,  M.D.;  Shiao-Wei  Shen,  M.D.; 

Harold  E.  Leibovitz,  M.D. 

4:35  P.M. -5:00  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS  _ , _ 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Diabetes  Melltius  in  Pregnancy 
Speaker:  Duncan  E.  Reid,  M.D. 

Moderator:  Philip  E.  Dew,  M.D.  , _ _ 

SECTION  II  - 75-MINUTE  PANEL  DISCUSSION Room  A-l  Convention  Center 

(Panel  starts  at  3:45  p.m.  — Ends  5:00  p.m.) 

Title:  Oral  Hypoglycemics  „ 

Discussants:  Philip  Levy,  M.D.;  Charles  A.  Nugent,  M.D.;  Shiao-Wei  Shen,  M.D.; 

Harold  E.  Lebovitz,  M.D. 

7:00  P.M.-ARIZ.  MEDICAL  POLITICAL  ACTION  COMMITTEE  RECEPTION.  . .Convention  Center 

8 00  PM.-ARIZ.  MEDICAL  POLITICAL  ACTION  COMMITTEE  BANQUET Convention  Center 

“CHALLENGE  AT  SEA  IN  THE  NINETEEN  SEVENTIES 

Oliver  L.  Norman,  Jr.,  Captain,  U.S.  Navy,  Director,  Special  Studies  and 
Presentations  Group 


FRIDAY,  APRIL  28,  1972 

7:00  A.M.-BREAKFAST  French  Quarter 

7:30  A. M. -8:45  A.M.-PANEL  DISCUSSION  • • • • • French  Quartcr 

Title:  Everything  You  Always  Wanted  to  Know  About  Physician  s Assistants, 

But  Were  Afraid  to  Ask  , _ . , . „ , , , „ NT 

Discussants:  David  P.  Folkestad,  M.D.;  James  Justice,  M.D.;  Martha  Schwebaek,  R.N.; 

Charles  Stevens,  J.D.;  Hugh  C.  Thompson,  Jr.,  M.D. 
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SCHEDULE  OF  AFFAIRS 


FRIDAY,  APRIL  28,  1972 

9:00  A. M. -9:25  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Medical  Problems  of  Adolescence 
Speaker:  George  D.  Comerci,  M.D. 

Moderator:  W.  Scott  Chisholm,  Jr.,  M.D. 

SECTION  II  Room  A-l  Convention  Center 

Title:  Diagnosis  and  Treatment  of  Arrhythmias  in  Myocardial  Infarction 
Speaker:  Brenden  Phibbs,  M.D. 

Moderator:  Mark  M.  Kartchner,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  9:00  a.m.  — Ends  at  10:15  a.m.) 

Title:  Reconstruction  of  Nerve  & Tendon  Injuries  Associated  with  Trauma 
Discussants:  John  W.  Madden,  M.D.;  Erie  E.  Peacock,  M.D.;  Walton  Van  Winkle,  Jr.,  M.D.; 
Gloria  DeVore,  O.T.R. 

9:25  A.M. -9:50  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobbby 

Title:  The  Uses  and  Abuses  of  Spinal  Traction  in  Cervical  & Lumbar  Disorders 
Speaker:  Sam  C.  Colachis,  Jr.,  M.D. 

Moderator:  W.  Scott  Chisholm,  Jr.,  M.D. 

SECTION  II Room  A-l  Convention  Center 

Title:  Psychiatric  Emergencies:  Evaluation  & Treatment 
Speaker:  Stephen  C.  Scheiber,  M.D. 

Moderator:  Mark  M.  Kartchner,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  9:00  a.m.  — Ends  at  10:15  a.m.) 

Title:  Reconstruction  of  Nerve  & Tendon  Injuries  Associated  with  Trauma 
Discussants:  John  W.  Madden,  M.D.;  Erie  E.  Peacock,  M.D.;  Walton  Van  Winkle,  Jr.,  M.D.; 
Gloria  Devore,  O.T.R. 

9:50  A.M. -10:15  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Evaluation  of  the  Patient  with  Hypercalcemia 
Speaker:  Charles  A.  Nugent,  M.D. 

Moderator:  W.  Scott  Chisholm,  Jr.,  M.D. 

SECTION  II Room  A-l  Convention  Center 

Title:  Bedside  Evaluation  Precordial  Motion 
Speaker:  Gordon  Ewy,  M.D. 

Moderator:  Mark  M.  Kartchner,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION Room  A-2  Convention  Center 

(Panel  starts  at  9:00  a.m.  — Ends  at  10:15  a.m.) 

Title:  Reconstruction  of  Nerve  & Tendon  Injuries  Associated  with  Trauma 
Discussants:  John  W.  Madden,  M.D.;  Erie  E.  Peacock,  M.D.;  Walton  Van  Winkle,  Jr.,  M.D.; 
Gloria  DeVore,  O.T.R. 

10:15  A.M. -10:45  A.M.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 

(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 

10:45  A.M. -11:10  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Risk  Factors  in  Coronary  Artery  Disease 
Speaker:  Samuel  Goldfein,  M.D. 

Moderator:  Newell  K.  Richardson,  M.D. 

SECTION  II Room  A-l  Convention  Center 

Title:  Control  of  Pain 

Speaker:  Bumall  R.  Brown,  Jr.,  M.D.,  Ph.D. 

Moderator:  Neopito  L.  Robles,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION Room  A-2  Convention  Center 

(Panel  starts  at  10:45  a.m.  — Ends  at  12  Noon) 

Title:  Immunizations  — Practice  & Theory 

Discussants:  Vincent  A.  Fulginiti,  M.D.;  David  Rifkind,  M.D.;  Otto  Sieber,  M.D.; 

R.  Neal  Pinckard,  M.D.;  David  O.  Lucas,  Ph.D. 

11:10  A.M. -11:35  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  New  Concepts  of  Radiation  Therapy 
Speaker:  Max  Boone,  M.D. 

Moderator:  Newell  K.  Richardson,  M.D. 

SECTION  II  Room  A-l  Convention  Center 

Title:  Treatment  of  Pilonidal  Sinus  Disease 
Speaker:  Charles  Zukoski,  M.D. 

Moderator:  Neopito  L.  Robles,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  10:45  a.m.  — Ends  12  Noon) 

Title:  Immunizations  — Practice  & Theory 

Discussants:  Vincent  A.  Fulginiti,  M.D.;  David  Rifkind,  M.D.;  Otto  Sieber,  M.D.; 

R.  Neal  Pinckard,  M.D.;  David  O.  Lucas,  Ph.D. 

11:35  A.M. -12  noon-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Current  Role  of  Nuclear  Medicine 
Speaker:  Robert  O’Mara,  M.D. 

Moderator:  Newell  K.  Richardson,  M.D. 
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Room  A-l  Convention  Center 


A-2  Convention  Center 


Room  above  Hotel  Lobby 


A-l  Convention  Center 


FRIDAY,  APRIL  28,  1972 

SECTION  II  

Title:  Routine  Hospital  Pulmonary  Function  Screening 
Speakers:  Preston  F.  Smith,  M.D.;  Ron  Smith  B S 
Moderator:  Neopito  L.  Robles,  M D 
SECTION  III  - 75-MINUTE  PANEL  DISCUSSION  . Room 
(Panel  starts  at  10:45  a.m.  - Ends  12  noon)  

Title:  Immunizations  — Practice  & Theory 

RiSSap-S:  v injCejS  A'  IAlgin1itA  ^ D-;  Da,vid  Rifkind’  M.D.;  Otto  Sieber,  M.D. 

R.  Neal  1 inckard,  M.D.;  David  O.  Lucas,  Ph.D. 

12  noon-l:45  P.M.-LUNCHEON  RECESS  AND  SPECIALTY  SOCIETY  LUNCHEONS 

Arizona  Society  of  Pediatrics  T . R 

Arizona  Thoracic  Society  & American  College  of  Chest' Physicians’  ’ French'  Ouarte/lRnnmTl1 
2:00  P.M.-2:25  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS  Q # 

SECTION  I Embassy 

Title:  Modern  Approach  to  Muscle  Disease  in  Children 
Speaker:  Richard  G.  Curless,  M.D. 

Moderator:  Donald  Ziehm,  M.D. 

SECTION  II  Room 

Title:  Surgical  Measures  to  Prevent  Puimonary  Emboli 

Speaker:  Mark  M.  Kartchner,  MJD.,  Donald  B.  Ewing,  M.D.;  Duncan  W.  Campbell,  M.D.: 
Vernor  F.  Lovett,  M.D.;  Richard  G.  Sanderson,  M.D.  ’ 

Moderator:  Luis  S.  Tan,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION Room  A-2  Convention  Center 

(Panel  starts  at  2:00  p.m.  - Ends  3:15  a.m.)  convention  center 

Title:  Recent  Advances  in  the  Management  of  Renal  Failure 
Discussants:  David  A.  Ogden,  M.D.,  Chairman;  Melvin  L.  Cohen  M D • Daniel  I 
Potter,  M.D.;  Theodore  P.  Weis,  M.D.;  Charles  Zukoski,  M.D. 

2:25  P.M. -2:50  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  The  First  Day  of  Life  7 

Speaker:  Tom  R.  Harris,  M.D. 

Moderator:  Donald  Ziehm,  M.D. 

SECTION  II  ...............  Room  A-l  Convention  Center 

t itle:  Alternatives  to  Psychiatric  Hospitalization 
Speaker:  Allan  Beigel,  M.D. 

Moderator:  Luis  S.  Tan,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  2:00  p.m.  — Ends  3:15  p.m.) 

Title:  Recent  Advances  in  the  Management  of  Renal  Failure 
Discussants:  David  A.  Ogden,  M.D.,  Chairman;  Melvin  L.  Cohen,  M.D.-  Daniel  I 
Potter,  M.D.;  Theodore  P.  Weis,  M.D.;  Charles  Zukoski,  M.D. 

2:50  P.M. -3:15  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Embassy  Room  above  Hotel  Lobby 

Title:  Anemia  in  the  Newborn 
Speaker:  James  J.  Corrigan,  M.D. 

Moderator:  Donald  Ziehm,  M.D. 

SECTION  II  Room  A-l  Convention  Center 

Title:  Investigation  of  Patients  with  Correctable  Causes  of  Hypertension 
Speaker:  Charles  A.  Nugent,  M.D. 

Moderator:  Luis  S.  Tan,  M.D. 

SECTION  III  - 75-MINUTE  PANEL  DISCUSSION  Room  A-2  Convention  Center 

(Panel  starts  at  2:00  p.m.  — Ends  at  3:15  p.m.) 

Title:  Recent  Advances  in  the  Management  of  Renal  Failure 

Discussants:  David  A.  Ogden,  M.D.,  Chairman;  Melvin  L.  Cohen,  M.D.;  Daniel  J. 

Potter,  M.D.;  Theodore  L.  Weis,  M.D.;  Charles  Zukoski,  M.D. 

3:15  P.M. -3:45  P.M.-VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS  - VISIT  THE  EXHIBITS 

(Coffee  is  served  in  the  Scientific  Exhibit  Hall) 

3:45  P.M. -5:00  P.M. —SECTION  I Room  A-2  Convention  Cetner 

SPECIAL  SESSION 

Title:  Medical  Jurisprudence:  A Needed  Interface  Between  Medicine  and  Law  in 
Education  and  Practice 
Speaker:  Robert  J.  Joling,  J.D. 

7:00  P.M.-PRESIDENT’S  RECEPTION  (no  host)  North  Poolside 

8:00  P.M. —PRESIDENT’S  BANQUET  Convention  Center 

SATURDAY,  APRIL  29,  1972 

8:00  A.M. -10:00  A.M. —HOUSE  OF  DELEGATES  — Second  Session  Room  A-2  Convention  Center 

10:00  A.M. —Recess  — Coffee  available  in  back  of  room 

10:30  A.M.-BLUE  SHIELD  CORPORATE  BODY  MEETING  - Second 

Session  Room  A-2  Convention  Center 

followed  by  Blue  Shield  Board  of  Directors  Meeting 

12  noon— ArMA  Board  of  Directors  Meeting  Kudu  Room 

and  Luncheon 


APPROVED  FOR  TWELVE  AND  ONE-HALF  HOURS  REQUIRED 
CREDIT  FOR  ArMA  CERTIFICATE  IN  CONTINUING  MEDICAL 
EDUCATION  AND  TWELVE  AND  ONE-HALF  HOURS  ELECTIVE 
CREDIT  BY  THE  AMERICAN  ACADEMY  OF  FAMILY  PRACTICE. 
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GUEST  SPEAKERS 


GEORGE  H.  ADAMS,  M.D.,  Ph.D. 
Assistant  Dean,  Student  Affairs 
Tucson 

ROBERT  A.  BARBEE,  M.D. 

Assistant  Dean,  Academic  Affairs 
Tucson 

ALLAN  BEIGEL,  M.D. 

Assistant  Professor,  Psychiatry 
Tucson 

ALBERTO  BENCHIMOL,  M.D. 

Phoenix 

MAX  BOONE,  M.D. 

Professor  of  Radiology  & Director 
of  Radiotherapy  — Tucson 
JOHN  T.  BOYER,  M.D. 

Associate  Professor,  Internal  Medicine 
Tucson 

BURNALL  R.  BROWN,  JR.,  M.D. 
Associate  Professor,  Surgery 
Tucson 

LEE  B.  BROWN,  M.D. 

Phoenix 

MARVIN  R.  BROWN 
Tucson 

MERRILL  S.  CHERNOV,  M.D. 

Phoenix 

C.  DONALD  CHRISTIAN,  M.D. 
Professor,  Obstetrics  and  Gynecology 
Tucson 


D.  SCOTT  CLARK,  M.D. 

Assistant  Professor,  Surgery 
Tucson 

MELVIN  L.  COHEN,  M.D. 

Adjunct  Assistant  Professor,  Pediatrics 
Phoenix 

SAM  C.  COLACHIS,  JR.,  M.D. 

Phoenix 

GEORGE  D.  COMERCI,  M.D. 

Assistant  Professor,  Pediatrics 
Tucson 

JAMES  J.  CORRIGAN,  JR.,  M.D. 
Associate  Professor,  Pediatrics 
Tucson 

RICHARD  G.  CURLESS,  M.D. 

Assistant  Professor,  Pediatrics 
Tucson 

GLORIA  DE  VORE,  O.T.R. 

Coordinator,  Rehabilitation  Services 
Arizona  Medical  Center  — Tucson 
GEORGE  W.  DRACH,  M.D. 

Assistant  Professor,  Surgery 
Tucson 

GORDON  A.  EWY,  M.D. 

Assistant  Professor,  Internal  Medicine 
Tucson 

DAVID  P.  FOLKSTAD,  M.D. 

Adjunct  Assistant  Professor,  Pediatrics 
Phoenix 

GLENN  M.  FRIEDMAN,  M.D. 
Scottsdale 

VINCENT  A.  FULGINITI,  M.D. 

Professor,  Pediatrics 

Tucson 

SAMUEL  GOLDFEIN,  M.D. 

Instructor,  Internal  Medicine 
Tucson 

TOM  R.  HARRIS,  M.D. 

Assistant  Professor,  Pediatrics 
Tucson 

M.  WAYNE  HEINE,  M.D. 

Professor,  Obstetrics  and  Gynecology 
Tucson 

DOUGLAS  W.  HUESTIS,  M.D. 
Professor,  Pathology 
Tucson 

RAYMOND  J.  JENNETT,  M.D. 
Associate  in  Obstetrics  and  Gynecology 
Phoenix 

ROBERT  J.  JOLING,  J.D. 

Associate  Professor  of  Medical 
Jurisprudence;  Social  Perspectives  in 
Medicine;  Community  Medicine 
Tucson 

JAMES  JUSTICE,  M.D. 

Director,  Community  Health  Medic 
(Physician  Assistants  Program  )lndian 
Health  Service,  Phoenix 
MARK  M.  KARTCHNER,  M.D. 

Tucson 

CHARLES  M.  KERR,  M.D. 

Assistant  Professor,  Psychiatry 
Tucson 

LOUIS  J.  KETTEL,  M.D. 

Associate  Professor,  Internal  Medicine 
Tucson 
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CHARLES  I.  KRONE,  M.D. 

Assistant  Professor,  Internal  Medicine 
Tucson 

JACK  M.  LAYTON,  M.D. 

Acting  Dean  and  Director; 

Professor,  Pathology 
Tucson 

HAROLD  E.  LEBOVITZ,  M.D. 
Chairman,  Dept,  of  Endocrinology 
Duke  University,  Durham,  N.C. 

PHILIP  LEVY,  M.D. 

Phoenix 

DAVID  O.  LUCAS,  Ph.D. 

Assistant  Professor,  Microbiology 
Tucson 

JOHN  W.  MADDEN,  M.D. 

Associate  Professor,  Surgery 
Tucson 

FRANK  I.  MARCUS,  M.D. 

Professor,  Internal  Medicine 
Tucson 

BELTON  P.  MEYER,  M.D. 

Associate  in  Pediatrics 
Phoenix 

CHARLES  A.  NUGENT,  JR.,  M.D. 
Professor,  Internal  Medicine 
Tucson 

DAVID  A.  OGDEN,  M.D. 

Associate  Professor,  Internal  Medicine 
Tucson 

ROBERT  E.  O'MARA,  M.D. 

Associate  in  Radiology 
Tucson 

ERLE  E.  PEACOCK,  JR.,  M.D. 

Professor,  Surgery 

Tucson 


ONARD  F.  PELTIER,  M.D.,  Ph.D. 

ofessor.  Surgery 

icson 

JENDAN  P.  PHIBBS,  M.D. 

ssociate  Professor,  Internal  Medicine 

icson 

NEAL  PINCKARD,  M.D.,  Ph.D. 
distant  Professor,  Microbiology 
icson 

^NIEL,  J.  POTTER,  M.D. 

loenix 

THOMAS  READ,  M.D. 
loenix 

UNCAN  E.  REID,  M.D. 

ofessor,  Obstetrics  and  Gynecology 

■icson 

3SEPH  H.  RENO,  M.D. 
agstaff 

AVID  RIFKIND,  M.D.,  Ph.D. 
ofessor.  Microbiology  and  Internal 
^dicine 
-icson 

:ROME  C.  ROBINSON,  M.D. 
ssociate  in  Internal  Medicine 
hoenix 


CHARLES  M.  RUCKER,  M.D. 

Phoenix 

EDWARD  SATTENSPIEL,  M.D. 
Associate  in  Obstetrics  and  Gynecology 
Phoenix 

STEPHEN  C.  SCHEIBER,  M.D. 

Assistant  Professor,  Psychiatry 
Tucson 

MARTHA  SCHWEBACH,  R.N. 

Family  Nurse  Practitioner 
Estancio,  New  Mexico 
WILLIAM  C.  SCOTT,  M.D. 

Associate  in  Obstetrics  and  Gynecology 
Tucson 

SHIAO-WEI  SHEN,  M.D. 

Instructor,  Internal  Medicine 
Tucson 

OTTO  F.  SIEBER,  JR.,  M.D. 

Assistant  Professor,  Pediatrics 
Tucson 

PRESTON  F.  SMITH,  M.D. 

Phoenix 

CHARLES  STEVENS,  J.D. 

Phoenix 


HUGH  C.  THOMPSON,  M.D. 
Professor,  Community  Medicine 
Tucson 

OSCAR  A.  THORUP,  JR.,  M.D. 
Professor,  Internal  Medicine 
Tucson 

WILLIAM  C.  TRIER,  M.D. 

Associate  Professor,  Surgery 
Tucson 

VICTOR  VALDA,  M.D. 

Phoenix 

WALTON  VAN  WINKLE,  JR.,  M.D. 
Professor,  Surgical  Biology 
Tucson 

CECIL  C.  VAUGHN,  M.D. 

Phoenix 

THEODORE  P.  WEIS,  M.D. 

Assistant  Professor,  Internal  Medicine 
Tucson 

CHARLES  L.  WITTE,  M.D. 

Assistant  Professor,  Surgery 
Tucson 

CHARLES  F.  ZUKOSKI,  M.D. 

Professor,  Surgery 

Tucson 
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THE  COLLEGE  OF  MEDICINE  - 1972 
Thursday  7:30  a.m.  to  8:45  a.m. 
French  Quarter 

Summary  of  Panel  Presentations 

ANGINA  PECTORIS  - CURRENT  APPROACH 
TO  THERAPY 

Thursday  9:00  a.m.  to  10:15  a.m. 

Room  A-2  Convention  Center 

PARINOTOLOGY  - FETAL  MATURITY, 
CYTOGENETICS,  PARENTAL 
COUNSELING,  ETC. 

Thursday  10:45  a.m.  to  12  Noon 
Room  A-2  Convention  Center 

CURRENT  CONCEPTS  IN  BLOOD 
REPLACEMENT  THERAPY 

Thursday  2:00  p.m.  to  3:15  p.m. 
Room  A-2  Convention  Center 

ORAL  HYPOGLYCEMICS 

Thursday  3:45  p.m.  to  5:00  p.m. 
Room  A-l  Convention  Center 

EVERYTHING  YOU  ALWAYS  WANTED  TO 
KNOW  ABOUT  PHYSICIAN'S  ASSISTANTS, 
BUT  WERE  AFRAID  TO  ASK 
Friday  7:30  a.m.  to  8:45  a.m. 

French  Quarter 

RECONSTRUCTION  OF  NERVE  & TENDON 
INJURIES  ASSOCIATED  WITH  TRAUMA 
Friday  9:00  a.m.  to  10:15  a.m. 

Room  A-2  Convention  Center 

IMMUNIZATIONS  - PRACTICE  & THEORY 
Friday  10:45  a.m.  to  12  Noon 
Room  A-2  Convention  Center 

RECENT  ADVANCES  IN  THE  MANAGEMENT 
OF  RENAL  FAILURE 

Friday  2:00  p.m.  to  3:15  p.m. 

Room  A-2  Convention  Center 

MEDICAL  JURISPRUDENCE:  A NEEDED 
INTERFACE  BETWEEN  MEDICINE  & LAW  IN 
EDUCATION  AND  PRACTICE 
Friday  3:45  p.m.  to  5:00  p.m. 

Room  A-2  Convention  Center 
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WOMAN'S  AUXILIARY 
to 

THE  ARIZONA  MEDICAL  ASSOCIATION 


Mrs.  Ronal  G.  Johnson 
Convention  Chairman 
1971-1972 


Mrs.  Charles  E. 
Henderson 
President  1971-1972 


Mrs.  Charles  I.  Fisher 
President  1972-1973 


42ND  ANNUAL  MEETING 
OFFICIAL  PROGRAM 


TUESDAY,  APRIL  25,  1972 

1:00  P.M.-5:30  P.M.— Hobby  Show  Room  A-3  Convention  Center 

AMA-ERF  Booth  (watches  and  umbrellas  for  sale) 

For  your  perusal  and  pleasure  and  see  the  outstanding  exhibits. 

RELAX  - SHOPPING 


WEDNESDAY,  APRIL  26,  1972 

9:00  A. M. -4:00  P.M.— Registration  Lobby  Convention  Center 

Need  transportation  notify  Registration  Desk 

Visit  the  Hospitality  Center  Room  150 

(Directly  across  from  Convention  Center) 

Enjoy  a cup  of  coffee,  meet  new  members,  and  renew  old  acquaintances.  Review  special 
projects  of  the  counties.  Cards  for  bridge.  Leave  messages. 

9:00  A.M.-12  noon— Hobby  Show  Room  A-3  Convention  Center 

AMA-ERF  Booth  (watches  and  umbrellas  for  sale) 

BRIDGE  - SHOPPING  - RELAX 


2:00  P.M.-3:00  A.M.-SPECIAL  MEETINGS: 

1971-72  Executive  Committee Room  159 

Hamer  Education  Loan  Fund  Patio  Conference  Room 

1971-72  Nominating  Committee  Directors  Room 

6:30  P.M.-8:00  P.M.— AMA-ERF  Silent  Auction  North  Poolside 

7:00  P.M.-8:00  P.M.— Annual  Reception  North  Poolside 

8:00  P.M.— Annual  Steak  Fry  North  Poolside 

Dress:  Western  or  Casual 
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THURSDAY,  APRIL  27,  1972 

8:45  A. M. -10:00  A. M.— BREAKFAST  MEETING  (no  host)  Executive  House 

PRE-CONVENTION  BOARD  MEETING 

In  attendance  all  1971-72:  State  Officers,  State  Committee  Chairmen  & Co-chairmen, 

Members  of  State  Nominating  Committee,  County  Presidents 

9:00  A. M. -4:00  P.M.— Registration  Lobby  Convention  Center 

Hospitality  Center  Room  150 

9:00  A. M. -5:00  P.M.— Hobby  Show Room  A-3  Convention  Center 

AMA-ERF  Booth  (watches  and  umbrellas  for  sale) 

10:00  A.M.-12:30  P.M.— FIRST  GENERAL  SESSION  Executive  House 

“All  auxiliary  members  are  invited  and  need  to  attend.” 

Included  in  the  agenda:  Amendments  to  the  Bylaws,  Election  of  Officers 
IMMEDIATELY  FOLLOWING  the  First  General  Session  there  will  be  a meeting  of: 

1972-73  Executive  Committee Safari  Hotel  Room  159 

1972-73  Nominating  Committee Patio  Conference  Room 

BRIDGE  - SHOPPING  - RELAX 

7:00  P.M.-8:00  P.M.— ArMPAC  Annual  Reception  Convention  Center 

8:00  P.M.— ArMPAC  Annual  Dinner  Convention  Center 

FRIDAY,  APRIL  28,  1972 

8:30  A. M. -9:30  A. M.— CONTINENTAL  BREAKFAST  (complimentary)  Kudu  Room 

In  attendance:  Incoming  and  Outgoing  Board  Members  (Orientation) 

Come  one  — Come  all  (Open  to  all  members) 

9:00  A.M.-12  noon— Registration  Lobby  Convention  Center 

Hospitality  Center  Room  150 

AMA-ERF  Booth  (watches  and  umbrellas  for  sale)  Room  A-3  Convention  Center 

9:30  A.M. -11:00  A.M.-SECOND  GENERAL  SESSION 

“All  auxiliary  members  are  invited  and  need  to  attend.” 

Included  in  agenda: 

Memorial  Hour  Mrs.  Jack  W.  Seagraves,  Chaplain 

Address  by  National  Officer  Mrs.  William  Blackstone 

President’s  Report  Mrs.  Charles  E.  Henderson 

Installation  of  Officers Mrs.  William  Blackstone 

Acceptance  Mrs.  Charles  I.  Fisher 

Adjournment  of  42nd  Annual  Meeting 

IMMEDIATELY  FOLLOWING  close  of  Second  General  Session  there  will  be 
POST  CONVENTION  Board  Meeting: 

1972-73  Board  Directors  Room 

12  noon— Reception  (no  host) Patio  — Biltmore  Hotel 

12:30  P.M.— Luncheon  & Fashion  Show Grand  Ballroom  — Biltmore  Hotel 

Chairman:  Mrs.  George  H.  M.  Thornton 

Invocation  — The  Rev.  Culver  H.  Nelson,  D.D.,  Church  of  the  Beatitudes 

Announcement  of  Winner  — Hobby  Show 

Fashion  Show  — Jersey  Girl  — Models,  Auxiliary  Members 

7:00  P.M.— President’s  Reception  North  Poolside 

8:00  P.M.— President’s  Banquet  Convention  Center 


HIGHLIGHTS 

Tuesday,  April  25,  1972  to  Friday,  April  28,  1972 

REGISTRATION  HOURS  

9:00  a.m.  to  4:00  p.m.  — Wednesday 
9:00  a.m.  to  4:00  p.m.  — Thursday 
9:00  a.m.  to  12  Noon  — Friday 

HOSPITALITY  CENTER  

(Directly  across  from  Convention  Center) 

9:00  a.m.  to  4:00  p.m.  — Wednesday 
9:00  a.m.  to  4:00  p.m.  — Thursday 
9:00  a.m.  to  12  Noon  — Friday 

HOBBY  SHOW  

AMA-ERF  BOOTH 
1:00  p.m.  to  5:30  p.m.  — Tuesday 
9:00  a.m.  to  12  Noon  — Wednesday 
9:00  a.m.  to  5:00  p.m.  — Thursday 
9:00  a.m.  to  12  Noon  — Friday 

LUNCHEON  - FASHION  SHOW  

12  Noon  — Reception 

12:30  p.m.  — Luncheon,  Fashion  Show 

234  MARCH  i 97  2 • XXIX  • 3 


HOBBY  SHOW  COMMITTEE 
1972  STATE  MEDICAL  CONVENTION 


Interest  is  mounting  in  the  forthcoming  Hob- 
by Show  to  be  sponsored  by  the  Arizona  Medical 
Association  Women’s  Auxiliary  at  the  Annual 
State  Convention,  scheduled  for  the  last  week 
in  April  at  the  Safari  Hotel  in  Scottsdale. 

The  Hobby  Show,  a perennial  favorite,  will  be 
a three-day  feature  of  the  convention,  with 
exhibits  on  display  from  April  26th  thru  April 
28th. 

The  theme  for  this  year  is  “Happiness  is  . . . 
Being  Involved.”  There  will  be  the  usual  Sweep- 
stake  Award  (voted  most  popular  by  visitors  of 
the  show),  and  numerous  Ribbons  of  Merit  in 
all  categories  (to  be  decided  upon  by  jury). 

Already  many  doctors  and  their  wives  are 
busily  preparing  some  exciting  entries.  The  rules 
are  quite  simple,  and  are  briefly  listed  below: 

1.  Only  works  not  previously  shown  in  this 
Hobby  Show  will  be  eligible  for  exhibition. 

2.  Number  of  exhibits  will  be  limited  to  three 
per  person. 

3.  Entry  blanks  may  be  found  in  the  current 
issues  of  Arizona  Medicine,  Caduceus  Crier,  and 
Roundup.  They  must  be  sent  to  your  County 
Hobby  Show  representative  (listed  below)  by 
April  18th. 

4.  Exhibits  may  be  offered  for  sale  if  desired, 
with  the  price  to  be  set  by  each  individual 
exhibitor.  A small  fee  will  be  withheld  for  sup- 
port of  future  hobby  show  activities. 

The  Hobby  Show  has  become  a very  popular 
event  of  the  annual  State  Medical  Convention, 


and  each  year  brings  increased  participation. 
Show  Chairman,  Mrs.  Joseph  Szymber  and  her 
co-chairman,  Mrs.  Marion  A.  Jabczenski  are 
planning  a few  surprises  in  connection  with  this 
year’s  show,  including  a special  “hospitality” 
area.  They  urge  all  Auxiliary  members  and  their 
husbands  to  enter  their  hobbies,  arts  and  crafts, 
and  to  come  to  visit  and  vote  for  their  favorite 
exhibits.  Here  are  a few  suggested  entry  cate- 
gories: 

Oil  paintings,  water  colors,  acrylics,  charcoals, 
collages,  photography,  graphics,  ceramics,  carv- 
ings, sculpture,  needlecraft,  macrame,  and  bead 
work.  Other  categories  will  be  added  according 
to  hobbies  submitted. 

Following  is  a list  of  the  representatives  who 
will  assist  participants  in  the  entering  of  their 
exhibits : 

MARICOPA  COUNTY: 

Mrs.  Sidney  L.  Stovall 
8215  N.  11th  Ave.,  Phoenix 
Phone  955-8046 
YUMA  COUNTY: 

Mrs.  Franklyn  Johns 
2355  Chico  Lane,  Yuma 
Phone  783-5077 
PIMA  COUNTY: 

Mrs.  Fred  H.  Landeen 
4747  East  Fort  Lowell  Rd.,  Tucson 
YAVAPAI  COUNTY: 

Mrs.  Francis  Carr 

1244  Overstreet  Drive,  Prescott 


HOBBY  SHOW  REGISTRATION  FORM 

Mrs.  Joseph  Szymber 
1125  North  Williams  Street 

Mesa,  AZ  85201  Telephone  962-0073 

I would  like  to  enter  the  following  item(s)  in  the  Annual  Meeting  Plobby  Show  to  be  held  April  26-28, 
1972,  at  the  Safari  Hotel,  Scottsdale,  Arizona.  Entries  limited  to  three  items  per  person. 

Description  in  detail  


I agree  to  deliver  the  items  to  the  Convention  Center  of  the  Safari  Hotel,  Tuesday,  April  25,  1972, 
between  9 a. in.  and  5 p.m.,  if  possible.  I agree  to  pick  up  above  items  by  12  noon,  Friday,  April  28, 
1972. 

Name  

Address  


ARIZONA  MEDICINE  235 


Topics  Of 
Current 

Medical  Interest  J 


ARIZONA  PROGRAM  FOR 
DELIVERY  OF  RESPIRATORY 
DISEASE  CARE 


Milan  Novak,  Ph.D.,  M.D. 
Coordinator,  Arizona  Regional  Medical 
Program  Pulmonary  Disease  Project  and 
Associate,  Section  of  Pulmonary  Diseases 
Department  of  Internal  Medicine 
College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

The  increasing  prevalence  and  recognition  of 
chronic  respiratory  diseases,  particularly  chronic 
bronchitis  and  emphysema,  has  created  an  ac- 
celerated demand  for  specialized  medical  care. 
This  is  partly  due  to  increased  sophistication  and 
concern  of  the  public  in  the  health  field,  dem- 
onstrated benefits  from  therapeutic  procedures 
for  disorders  formerly  regarded  as  hopeless,  the 
expanded  number  of  patients  with  adequate  eco- 
nomic means  to  afford  specialized  care  and  the 
availability  of  services  through  private  or  gov- 
ernmental health  plans.  A recent  survey,  nation- 
al in  scope,  has  disclosed  that  one  patient  in 
every  seven  in  general  hospitals  was  admitted 
with  a primary  diagnosis  of  a respiratory  dis- 
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ease.  In  terms  of  disability,  chronic  bronchitis 
and  emphysema  are  considered  the  most  seri- 
ous health  impairments  and  account  for  approxi- 
mately three-fourths  of  a million  hospital  admis- 
sions annually,  with  longer  average  periods  of 
hospitalization  than  exists  for  other  causes.  Ap- 
proximately 90,000  death  from  these  two  causes 
are  recorded  annually  and  lung  cancer,  though 
a rare  condition  in  1940,  now  numbers  60,000 
deaths. 

Because  of  several  decades  of  migratory  ac- 
tivity of  patients  with  some  form  of  breathing  de- 
ficiency to  the  reputed  healing  environment  of 
Arizona’s  dry  climate  and  sunny  weather,  the 
state  has  attained  a reputation  as  a health  spa 
for  lung  cripples  and  the  resulting  demand  and 
need  for  specialized  respiratory  care  is  particu- 
larly striking.  Arizona’s  death  rate  from  chronic 
respiratory  disease  is  more  than  four  times  the 
national  average  and  more  than  twice  that  of 
the  next  highest  state  and  there  is  substantial 
evidence  to  show  that  chronic  pulmonary  dis- 
orders are  the  greatest  single  cause  of  adult  dis- 
ability in  this  region.  In  Tucson,  which  attracts 
a substantial  proportion  of  those  afflicted  with 
ventilatory  problems,  it  is  estimated  that  5%  of 
the  population  ( 15,000  individuals ) in  this  city 
have  clinically  significant  lung  disease. 

Extension  of  the  Regional  Medical  Program 
by  the  91st  Congress  for  an  additional  three  year 
period  indicates  an  intent  to  continue  to  en- 
courage the  improvement  of  patient  care  among 
those  afflicted  with  chronic  diseases.  The  agency 
is  currently  the  principle  Federal  authority  in- 
volved in  chronic  disease  control  and  sponsors 
objectives  for  innovative  change  in  health  care 
and  acceleration  of  the  dissemination  of  medi- 
cal knowledge  to  all  classes  of  health  profession- 
als involved  in  the  care  of  patients  afflicated  with 
heart,  cancer,  stroke,  kidney,  diabetes  and  chron- 
ic pulmonary  diseases. 

The  56  Regional  Medical  Programs  have  em- 
phasized primarily  continuing  post-graduate  pro- 
grams for  physicians,  nurses,  and  allied  health 
professionals.  Their  wise  placement  as  integral 
parts  of  medical  school  programs  has  facilitated 
educational  programming  and  the  solidification 
of  relationships  between  medical  teaching  insti- 
tutions and  the  community  physicians,  a respon- 
sibility in  which  medical  schools  have  too  long 
remained  complacent.  The  impetus  provided  by 
Regional  Medical  Programs  has  awakened  med- 


ical faculties  to  the  realization  that  they  have 
a responsibility  for  more  than  the  education  of 
the  undergraduate  medical  students  as  well  as 
the  obvious  potential  for  implementation  of  edu- 
cational capabilities  and  scientific  knowledge  at 
the  post-graduate  physician’s  level.  The  involve- 
ment of  local  voluntary  health  agencies  such  as 
the  Tuberculosis  and  Respiratory  Disease  Asso- 
ciations has  added  further  strength  to  Regional 
Medical  Programs  as  catalytic  agents  to  realize 
collaboration  between  medical  schools,  hospitals 
and  health  professionals.  The  recent  report  of 
the  Carnegie  Commission  on  Higher  Education 
and  its  emphasis  on  “Health  Education  Centers” 
to  be  located  at  hospitals  in  strategic  geographic 
areas  and  administered  by  university  health  sci- 
ence centers  further  emphasizes  a recognized 
need  toward  which  programs  in  post-graduate 
continuous  education  for  health  professionals  are 
evolving. 

With  the  establishment  of  a new  medical 
school  at  the  University  of  Arizona,  which  grad- 
uated its  first  group  of  physicians  in  June,  1971, 
it  was  obvious  from  the  beginning  that  chronic 
pulmonary  diseases  would  be  emphasized  in  re- 
sponse to  a public  need  in  the  state. 

Despite  the  enormity  of  the  clinical  problem, 
few  facilities  for  specialized  respiratory  care 
exist,  and  relatively  few  physicians  in  Arizona, 
all  of  whom  had  undergraduate  medical  training 
outside  of  Arizona,  could  be  classified  as  chest 
specialists  in  the  modern  context.  Effective  res- 
piratory care  programs  are  active  in  some  of  the 
urban  hospitals  in  Phoenix  and  Tucson,  but  ex- 
pert chest  consultations,  modern  diagnostic  fa- 
cilities and  organized  respiratory  care  programs 
are  lacking  for  patients  in  small  communities 
and  even  the  existing  facilities  in  Phoenix  and 
Tucson  could  be  expanded. 

To  provide  for  this  need  a program  of  under- 
graduate training  as  well  as  post-graduate  con- 
tinuing education  was  established,  the  latter  ap- 
proved for  financial  support  by  the  Arizona  Re- 
gional Medical  Program.  The  original  plan,  con- 
ceived by  the  genius  of  Dr.  Benjamin  Burrows, 
envisioned  the  establishment  of  regional  centers 
of  expertise  in  pulmonary  diseases  located  in 
geographically  strategic  areas  throughout  the 
state  and  administered  centrally  through  the  Col- 
lege of  Medicine.  It  is  interesting  to  note  that 
this  is  the  basic  pattern  subsequently  emphasized 
by  the  Carnegie  Commission  on  Higher  Edu- 
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cation  on  a national  scale  for  continuing  educa- 
tion of  health  professionals  in  all  categories  of 
human  disease.  With  some  minor  deviations  from 
the  original  plan  our  program  has  evolved  to 
include  the  following: 

1.  Development  of  programs  at  the  local  level. 
A central  facility  or  several  large  regional  facili- 
ties cannot  dispense  all  of  the  respiratory  dis- 
ease care  required  in  the  State  of  Arizona.  This 
attempt  at  decentralization  of  primary  patient 
care  is  a basic  feature  of  the  current  operation. 

2.  A new  type  of  paramedical  therapist  is  be- 
ing developed  who  can  administer  respiratory 
care  which  is  presently  delegated  to  a variety  of 
personnel  (e.g.  inhalation  therapists,  physical 
therapists,  pulmonary  function  technicians,  re- 
habilitation workers  and  social  workers).  Since 
it  is  impractical  to  employ  fully  trained  experts 
in  all  of  these  fields  in  each  hospital  through- 
out the  state,  nurse  “respiratory  therapists”  are 
being  trained.  In  Arizona,  where  registered 
nurses  are  more  plentiful  than  in  other  parts  of 
the  country,  it  is  feasible  to  train  them  as  thera- 
pists. A few  nurse-therapists  already  available 
have  proved  invaluable  in  instituting  and  main- 
taining respiratory  care  programs  ( NTRDA  Bul- 
letin, June,  1969). 

3.  Specialized  medical  care  is  being  provided 
by  general  practitioners  and  internists  who  have 
been  given  brief  periods  of  special  training  and 
have  had  expert  consultation  readily  available. 
The  role  of  the  private  physician  thus  resembles 
that  of  a pulmonary  disease  resident  or  fellow. 
Their  seeming  expertise  is  actually  a reflection 
of  their  access  to  modern  facilities  and  accre- 
dited experts  in  the  field. 

4.  The  delivery  of  specialized  medical  care 
can  be  expedited  by  improved  communications 
systems  and  more  sophisticated  “clerical”  assis- 
tance. To  some  extent,  the  latter  may  be  pro- 
vided by  automatic  data  processing  techniques. 
Such  a system  is  being  perfected  and  is  already 
partially  operative  through  a computerized  tele- 
type service  to  remove  destinations. 

In  view  of  these  principles,  the  following  spe- 
cific objectives  are  being  accomplished  as  first 
steps  toward  a more  comprehensive  program: 

1.  Development  of  local  chest  programs  in 
which  most  patients  with  respiratory  disorders 
may  be  accurately  diagnosed  and  properly  treat- 
ed. Local  physicians  are  being  trained  to  direct 
the  programs  at  “local”  hospitals  or  clinics,  some 
of  which  are  becoming  regional  referral  centers 


of  expertise.  Nurse-therapists  are  being  trained 
to  supervise  local  respiratory  care  programs. 

2.  A system  to  supervise  the  local  programs 
has  been  developed  to  provide  continuing  train- 
ing of  local  personnel.  Teams  of  consultants  are 
dispatched  to  the  local  facilities  to  consult  on 
problem  cases,  to  assist  in  developing  and  main- 
taining local  programs,  and  to  deliver  didactic 
presentations  as  needed.  Preceptor  type  indivi- 
dual training  for  physicians,  nurse-therapists,  and 
laboratory  personnel  are  provided  by  brief  in- 
house  planned  experiences  at  the  regional  cen- 
ters. 

3.  The  University  Hospital  based  program  is 
responsible  for: 

a.  Organizing  the  total  program 

b.  Assisting  the  referral  hospitals  in  their  ac- 
tivities 

c.  Providing  training  programs  for  physicians, 
nurses  and  technicians 

d.  Providing  a center  for  referral  of  especially 
difficult  cases 

e.  Developing  an  improved  communication 

system  among  the  various  facilities 

f.  Developing  certain  automatic  data  process- 
ing methods  to  expedite  medical  care 

through  teletype  and  computerized  opera- 
tion 

g.  Evaluating  the  program  in  terms  of  its  de- 

gree of  utilization,  its  acceptability  to  both 
physicians  and  patients  throughout  the 

state,  and  its  cost  of  operation 

Consulting  Teams 

Regular  visits  by  consulting  personnel  are 

being  made  to  local  facilities.  These  individuals 
usually  consist  of  a chest  physician,  a nurse- 
therapist,  or  someone  skilled  in  laboratory  tech- 
niques. The  team  composition  will  vary  from 
visit  to  visit  in  accordance  with  local  needs.  For 
example,  an  allergist,  pediatricians,  radiologist 
or  infectious  disease  expert  may  be  included  in 
some  visits.  During  visits  of  the  consulting  teams, 
problem  cases  are  seen  in  direct  consultation, 
laboratory  procedures  checked  (e.g.  lung  func- 
tion testing,  blood  gas  analysis,  bacteriology, 
etc. ) and  assistance  given  to  the  inhalation  and 
physical  therapy  programs.  These  .visits,  called 
“teaching  consultations,”  provide  both  direct 
services  and  continuing  education  for  local 
staff. 

Monthly  visits  to  local  hospitals  are  scheduled 
and  personnel  from  the  University  Hospital  and 
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other  pulmonary  specialists  in  the  state  are  util- 
ized in  these  consulting  teams,  encouraging 
broad  participation  in  the  program. 

Physicians  active  in  local  programs  and  par- 
ticipating paramedical  personnel  are  encouraged 
to  return  for  several  days  of  refresher  training. 
Periodically  courses  are  offered  both  at  the  Uni- 
versity Hospital  and  at  the  regional  hospital  edu- 
cation centers  or  county  medical  societies  with 
a review  of  basic  principles  and  of  new  informa- 
tion. In  addition,  local  personnel  are  encouraged 
to  accompany  patients  who  are  referred  for  con- 
sultation, providing  a practical  “on-the-job”  train- 
ing, an  effective  mechanism  for  continuing  edu- 
cation. 

The  development  of  an  “indirect”  consultation 
and  data  processing  service  will  allow  the  local 
program  director  and  local  paramedical  person- 
nel to  remain  in  close  contact  with  highly  train- 
ed specialists  in  the  referral  hospitals  and  the 
University  Hospital.  Consultations  may  involve 
diagnosis  and  therapy  of  specific  cases,  advice 
about  the  need  for  referral,  problems  with  lab- 
oratory or  therapeutic  procedures,  analysis  of 
data,  bibliographic  assistance,  or  help  in  inter- 
preting new  literature.  It  is  believed  that  avail- 
ability of  consultation  services  of  these  types  will 
assist  in  education  of  local  personnel  and  will 
help  up-grade  medical  care  at  the  local  level. 
Depending  on  circumstances,  this  consultation 
service  may  involve  mailing  of  case  records  and 
x-rays,  sending  bacteriological  cultures  to  a cen- 
tral laboratory,  requesting  information  via  tele- 
phone, etc. 

Some  type  of  communications  network  is  need- 
ed to  expedite  this  indirect  consultation  pro- 
gram. Undocumented  telephone  conversations 
do  not  provide  the  type  of  records  necessary 
for  evaluation  and  improvement  of  services.  Also, 
ordinary  telephone  service  requires  simultaneous 
availability  of  both  initiating  and  responding 
personnel.  Some  consultations  are  accomplished 
by  mail,  but  many  are  too  urgent.  For  these  rea- 
sons, a Dataphone-teletype  communication  sys- 
tem is  being  developed.  Dataphone  system  will 
allow  us  to  document  demands  for  “indirect” 
consultations  of  the  type  described  and  to  evalu- 
ate their  usefulness  to  local  personnel. 

The  main  purpose  of  the  program  is  to  expand 
the  availability  of  adequate  primary  patient  res- 
piratory disease  care  at  the  various  local  hos- 
pitals. Local  diagnostic  facilities  are  improved, 
respiratory  care  programs  instituted,  and  spe- 


cialty clinics  organized.  Diagnostic  facilities 
which  do  not  presently  exist  are  established 
(e.g.  spirometric,  blood  gas)  and  existing  serv- 
ices improved.  Inhalation  and  physical  therapy 
programs  are  instituted  for  patients  with  chronic 
respiratory  diseases.  Proper  monitoring  of  pa- 
tients with  acute  ventilatory  failure  is  recom- 
mended and  means  of  preventing,  or  at  least 
detecting,  these  episodes  in  their  early  stages 
is  emphasized.  Also,  the  importance  of  regular 
and  continuous  care  for  patients  with  chronic 
respiratory  diseases  is  stressed. 

The  University  program  is  responsible  for  or- 
ganizing the  overall  plan,  providing  definitive 
training  (initial  and  periodic)  for  medical  para- 
medical personnel,  conducting  symposia  on  chest 
disease,  participating  with  hospitals  in  their  con- 
sultation and  continuing  education  programs, 
providing  a referral  service  for  specially  diffi- 
cult cases,  developing  forms  and  standardized 
procedures,  establishing  a communications  sys- 
tem and  developing  data  processing  methods. 

Central  personnel  are  concerned  primarily 
with  planning,  organization,  and  evaluation  of 
the  program,  with  training  of  physicians  and 
paramedical  personnel  throughout  the  state,  and 
with  developing  new  techniques  for  delivering 
medical  care.  These  personnel  require  salary  sup- 
port currently  provided  from  Arizona  Regional 
Medical  Program  funds  with  occasional  minor 
participation  of  the  Arizona  Tuberculosis  and 
Respiratory  Disease  Association. 

Significance  of  this  Development 

The  enormity  of  the  chronic  respiratory  dis- 
ease problem  in  Arizona  indicates  a need  for 
innovations  in  the  delivery  of  specialized  med- 
ical care  in  this  area  of  medicine.  The  traditional 
approach  of  developing  a large  central  clinic 
facility  cannot  answer  the  needs.  Modern  spe- 
cialized care  can  be  delivered  to  patients  in 
Arizona  only  by  utilizing  local  informed  physi- 
cians and  paramedical  personnel  throughout  the 
state  and  by  making  the  expertise  and  special- 
ized techniques  of  large  hospitals  as  health  edu- 
cation centers  available  to  them. 

We  believe  that  the  project  is  significant  both 
in  improving  one  aspect  of  medical  care  in  Ari- 
zona and  in  introducing  innovations  to  the  medi- 
cal care  system  which  may  prove  useful  in  other 
fields  of  medicine  and  other  geographic  regions 
and  to  point  the  way  for  active  participation  of 
voluntary  health  agencies. 
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December  21,  1971 

John  R.  Green,  M.D.,  Editor 

Arizona  Medicine 

Arizona  Medical  Association,  Inc. 

810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 
Dear  Doctor  Green: 

This  letter  is  written  in  hopes  that  considera- 
tion to  other  categories  than  the  ten  listed  by 
the  Arizona  Medical  Association  for  fulfillment 
of  the  obligation  of  continuing  education  be 
given  at  the  next  state  meeting.  It  may  well  be 
that  such  consideration  was  given  when  the  re- 
quirement was  formulated,  but  as  I read  the  re- 
quirements I find  that  several  objections  come 
to  mind. 

Under  Category  7,  local  scientific  meetings 
are  given  a limit  of  50  credit  hours,  and  this 
should  be  no  problem  whatsoever  in  the  metro- 
politan areas.  From  the  letters,  I gather  that  this 
will  also  be  a minor  problem  in  the  smaller 
communities. 

If  one  is  not  on  a teaching  staff,  one  has  no 
access  to  credit  either  in  Category  10  or  Category 
5.  For  a physician  in  practice,  Category  1,  2,  and 
3 are  automatically  excluded  since  these  refer 
to  either  full  time  house  physicians  or  men  in 
full  time  research.  One  may  present  papers  or 
exhibits  under  Category  6 or  9,  but  this,  too,  is 
difficult  for  a physician  in  active  practice.  Cate- 
gory 8 is  so  vague  that  I must  exclude  it. 

In  essence  then,  after  the  50  hours  for  local 
meetings,  one  is  left  with  100  hours  of  obligation 
under  Category  4 which  is  continuing  medical 
education  courses  given  outside  the  local  set- 
ting. This,  then,  means  an  average  of  one  week 
of  meeting  per  year  which  is  probably  within 
the  means  of  all  physicians  in  the  state,  although 
the  expense  of  an  out  of  town  meeting  may  be 
a real  financial  burden  to  certain  physicians, 
particularly  to  the  younger  ones  whose  practices 
are  not  yet  established. 

My  primary  concern  is  that  no  credit  is  given 
to  a person’s  individual  efforts  at  his  self  edu- 
cation. Most  obvious  is  one’s  perusal  of  journal 
articles.  The  use  of  medical  tapes  distills  current 
meetings  better  than  attending  the  meetings 


themselves  in  all  likelihood  and  has  the  advan- 
tage of  being  repeatable  if  a point  is  missed. 
Finally,  those  of  us  who  have  taken  the  present 
self  assessment  test  of  the  American  College  of 
Surgeons  find  it  took  at  least  30  to  40  hours  to 
complete  using  the  open  book  method.  This  gets 
no  credit  at  all.  I grant  you  that  you  must  de- 
pend upon  the  physician’s  integrity  in  his  list- 
ing of  the  hours  spent,  but  similarly,  you  must 
depend  upon  his  integrity  in  listing  the  hours 
spent  going  to  meetings  for  which  he  has  regis- 
tered. 

As  stated,  I would  like  consideration  given  to 
those  other  methods  of  establishing  or  continu- 
ing education  and  would  question  why  they  were 
not  included  in  the  original  requirements. 

Yours  truly, 

Neil  C.  Clements,  M.D. 


John  R.  Green,  M.D.,  Editor 
Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 
Dear  Dr.  Green: 

Dr.  Clements  raises  valid  questions  concern- 
ing the  exclusion  of  credits  for  self-education 
and  self-assessment  in  the  current  ArMA  require- 
ments in  continuing  medical  education  and  he 
questions  why  these  forms  of  continuing  medical 
education  were  overlooked  by  the  Medical  Edu- 
cation Committee. 

With  reference  to  self-education  the  commit- 
tee members  were  aware  of  the  singular  impor- 
tance of  keeping  up  by  text  and  current  journal 
reading,  as  well  as  by  subscription  to  audio- 
digest tapes.  It  was  the  committee’s  opinion  dur- 
ing its  many  deliberations  regarding  the  content 
of  the  ArMA  program  in  continuing  medical 
education,  that  almost  all  physicians  read  a 
variety  of  current  journals  and  that  many  listen 
to  audio-tapes.  Rather  than  providing  credit  for 
a uniformly  accepted  and  expected  type  of  con- 
tinuing medical  education,  it  was  determined 
that  the  various  activities  outlined  in  Category 
4,  such  as  programs  and  courses  conducted  by 
specialty  societies,  should  be  emphasized.  These 
programs  usually  address  themselves  to  needs 
which  are  not  completely  met  by  self-education. 

The  entire  field  of  self-education  and  self- 
assessment  is  under  study  by  the  AMA’s  Advi- 
sory Committee  on  Continuing  Medical  Educa- 
tion and  its  subcommittee  on  the  Physician’s 
Recognition  Award.  This  latter  committee  is  cur- 
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rently  considering  the  inclusion  of  various  forms 
of  self-education  and  self-assessment  for  the  next 
Physicians  Recognition  Award.  Our  Medical 
Education  Committee  will  be  considering  modi- 
fications of  the  ArMA  Program,  will  be  guided 
by  the  AMA  studies,  as  well  as  by  comments 
and  suggestions  of  ArMA  membership.  Self-edu- 
cation and  self-assessment  will  be  seriously  con- 
sidered in  the  committee’s  reexamination  of  the 
program. 

Dr.  Clements  believes  that  there  are  100  hours 
of  Required  credits  in  the  ArMA  program  and 
that  most  physicians  will  look  to  Category  4 to 
complete  this  requirement.  The  actual  figure  is 
60  hours  of  Required  credits.  Attendance  at  the 
scientific  sessions  of  the  annual  meetings  of 
ArMA  and  one’s  regional  or  state  specialty  so- 
ciety meetings  will  more  than  fulfill  the  obliga- 
tion in  the  required  categories. 

Sincerely, 

Robert  E.  T.  Stark,  M.D.,  Chairman 

Medical  Education  Committee 

January  11,  1972 

John  R.  Green,  M.D. 

Editor-In-Chief 

Arizona  Medicine 

810  West  Rethany  Home  Road 

Phoenix,  Arizona  85013 

Dear  Dr.  Green. 

Your  interesting  review  of  the  “Medical  Man- 
agement of  Drug  Addiction”  (December,  1971) 
was  brought  to  my  attention.  I believe  that  the 
author,  Dr.  Nelson,  has  — through  this  review 
— contributed  significantly  to  a better  under- 
standing of  the  problems  and  medical  manage- 
ment of  drug  addicts. 

I want  to  bring  to  your  attention  and,  if  pos- 
sible, to  the  notice  of  your  readers,  the  present 
availability  of  “Narcan”  (naloxone  hydrochlor- 
ide ) for  treatment  of  narcotic  overdosage.  Refer- 
ence to  this  medication  is  made  on  page  910  in 
the  above  review.  Since  “Narcan”  can  be  life- 
saving in  such  medical  emergencies,  the  physi- 
cian should  be  familiar  with  its  use. 

Yours  sincerely, 

Domenic  G.  Iezzoni,  M.D. 

Editors  Note:  Specific  data  on  this  medica- 
tion is  available  through  usual  publications. 


John  R.  Green,  M.D. 

Editor, 

Arizona  Medicine 
Arizona  Medical  Association 
810  West  Bethany  Home  Rd. 

Phoenix  85013 

Dear  Dr.  Green, 

Thank  you  very  kindly  for  placing  my  letter 
to  the  Editor  in  the  Arizona  Medicine.  I was  a 
bit  surprised  to  find  that  in  addition  to  my  letter 
was  an  answer  written  by  “The  Establishment.” 
Is  it  customary  to  take  a letter  to  the  Editor 
and  distribute  it  to  some  State  official  ( State 
official  in  the  sense  of  being  on  some  committee), 
for  a quick  review  in  that  an  answer  could  be 
had  in  the  same  issue  in  which  the  letter  to  the 
Editor  is  originally  published?  I find  somehow, 
that  this  seems  to  be  rather  unethical.  My  letter 
was  to  alert  the  various  members  of  the  State 
Association  as  to  what  is  going  on  within  the 
State.  It  was  not  meant  to  immediately  receive 
a response  from  the  committee  being  criticized. 
I do  not  intend  to  engage  in  a running  letter  to 
the  Editor  battle  with  Dr.  Stark,  because  this 
would  necessitate  photocopying  the  particular 
item  in  question  and  publishing  that  and  along 
with  it  the  name  of  the  author. 

I do  believe  that  this  letter  should  be  placed 
in  the  Journal  so  that  the  Membership  can  be 
made  aware  of  the  fact  that  an  establishment  is 
there  and  they  are  doing  something  which  may 
be  considered  contrary  to  ethical  procedure. 

Sincerely  yours, 

Murray  Rosen,  M.D. 

Editor  s Note:  Of  course,  the  Arizona  Medical 
Association  is  the  established  organization  for 
Arizona  physician’s.  It  is  our  policy  to  request 
knowledgeable  comments  about  complex  Letters 
to  the  Editor  and  to  publish  them  in  the  same 
issue.  This  is  an  accepted  journalistic  procedure 
and  allows  the  readers  to  make  his  own  judg- 
ment. In  my  opinion,  this  is  in  the  best  interests 
of  all  members  of  the  Association  and  is  a highly 
ethical  practice. 
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ROYAL  W.  RUDOLPH,  SR.,  M.D. 

1896-1971 

Dr.  Royal  W.  Rudolph,  prominent  Tucson 
surgeon,  died  November  18,  1971  at  Carmel, 
California. 

Dr.  Rudolph  began  his  surgical  practice  in 
Chicago  with  Doctors  Ochsner  and  Lundgren. 
Forced  to  move  to  Arizona  for  his  health  he 
began  his  surgical  practice  in  Tucson  in  1933. 
His  great  professional  ability  and  warmth  of 
character  soon  attracted  a large  surgical  practice 
in  which  he  was  fully  active  until  he  retired  in 
1962. 

Dr.  Rudolph  was  a member  of  the  American 
College  of  Surgeons  and  served  as  Governor  of 
the  College  from  the  State  of  Arizona  for  six 
years.  He  was  a Diplomate  of  the  American 
Board  of  Surgery.  He  served  as  President  of  the 
Pima  County  Medical  Society,  Chief  of  Staff  of 
Tucson  Medical  Center,  St.  Mary’s  Hospital  and 
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Pima  County  Hospital.  He  served  as  Chairman 
of  the  Arizona  Division  of  the  American  Cancer 
Society  and  served  on  the  Board  of  Directors 
of  the  Arizona  Blue  Shield.  He  was  past  Presi- 
dent of  the  Tucson  Chapter  of  the  American 
Red  Cross  and  was  both  Junior  and  Senior  War- 
den of  Grace  Episcopal  Church. 

Dr.  Rudolph  was  born  in  Canton,  South  Da» 
kota  in  1896.  After  graduation  from  Washington 
Medical  School,  St.  Louis,  in  1920  he  interned 
in  Barnes  Hospital,  St.  Louis  and  took  his  resi- 
dency in  Augustana  Hospital,  Chicago.  In  1925 
he  married  Bergliot  Smith  of  Dell  Rapids,  South 
Dakota  who  survives  him.  He  is  also  survived  by 
two  children,  a daughter  Mrs.  W.  R.  Barnard  of 
Phoenix  and  a son,  Dr.  Royal  W.  Rudolph,  Jr.  of 
Tucson  as  well  as  six  grandchildren.  He  leaves 
behind  a host  of  devoted  patients,  friends  and 
colleagues. 


RAYMOND  GILLIES  ROSE,  M.D. 

1922-1972 

Raymond  Gillies  Rose,  M.D.,  a highly  respect- 
ed member  of  the  Pima  County  Medical  Society, 
died  January  5,  1972.  Dr.  Rose  was  active  in 
medical  practice  in  Tucson  from  1965  until  he 
underwent  open  heart  surgery  in  September  of 
1971. 

A graduate  of  McGill  University,  Montreal, 
he  also  obtained  a BA  degree  and  a Diploma  in 
Internal  Medicine  at  that  school.  He  was  a Hos- 
mer  Teaching  Fellow  in  Medicine  at  McGill, 
1952-1953.  He  was  a Fellow  of  the  Royal  College 
of  Physicians  of  Canada  and  a Fellow  of  the 
American  College  of  Physicians.  He  was  a mem- 
ber of  the  following  societies:  AMA,  American 
Thyroid  Association,  American  Endocrine  So- 
ciety, the  Society  of  Nuclear  Medicine,  New 
York  Academy  of  Sciences  and  the  American 
Federation  for  Clinical  Research.  From  1956- 
1962  Dr.  Rose  was  Associate  Professor  of  Medi- 
cine at  the  University  of  Texas  Post-Graduate 
School  of  Medicine.  He  was  a prolific  writer  and 
co-authored  at  least  27  papers. 


EARL  W.  WADE,  M.D. 
1915-1971 


Earl  Wenman  Wade  was  born  August  20,  1915 
in  Ohio  and  died  June  18,  1971  in  Kingman,  Ari- 
zona, after  an  illness  of  some  ten  months.  He 
attended  Kent  State  University  for  two  years 
and  Ohio  State  University  for  two  years  before 
receiving  his  Doctor  of  Medicine  degree  from 
Ohio  State  University  in  1945.  Then  followed  a 
year’s  internship  at  St.  Joseph’s  Hospital  in  Phoe- 
nix, Arizona. 

Dr.  Wade  worked  in  Veterans  Administration 
Hospitals  in  Van  Nuys  and  Long  Beach,  Califor- 
nia, and  Whipple,  Arizona,  as  well  as  the  Gorgas 
Hospital  in  the  Panama  Canal  Zone.  He  had 
special  training  in  diseases  of  the  chest. 

Before  coming  to  Kingman  in  the  Fall  of  1968, 
Dr.  Wade  had  practiced  in  Casa  Grande  and 
Ajo  as  well  as  the  Phoenix  area.  In  the  three 
short  years  that  he  was  here  as  Chief  of  Staff,  he 
contributed  more  than  any  other  one  man  to  the 
organization  of  a functional  medical  staff  at  the 
Mohave  General  Hospital  which  led  to  the  ac- 
creditation of  that  institution. 

Earl  was  a quiet  and  unassuming  man  of  few 
words  but  very  firm  convictions.  He  was  uncom- 
promising in  his  insistance  that  rules  be  made 
and  followed  to  produce  a high  quality  of  med- 
ical practice  in  this  area.  And  he  backed  up  his 
philosophy  with  many  hours  of  hard  and  detailed 
work.  The  results  of  his  character  and  labor  will 
be  felt  for  many  years  to  come.  He  was  an  ac- 
tive member  of  the  Mohave  County  Medical  So- 
ciety, Arizona  Medical  Association  and  American 
Medical  Association. 
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Northeastern  District— Richard  B.  Johns,  M.D.  . . . 

Northwestern  District— E.  Charles  Bill,  M.D 

Southeastern  District— William  W.  McKinley,  M.D. 

Southern  District— Evertt  W.  Czerny,  M.D 

Southern  District— Henry  P.  Limbacher,  M.D 

Southern  District— George  W.  Nash,  M.D 

Southwestern  District— Glen  H.  Walker,  M.D 
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President— Felix  Michel  Alatorre,  M.D Munguia  #316,  Guadalajara,  Jalisco,  Mexico 

President-Elect— James  L.  Parsons,  M.D 2430  E.  6th  Street,  Tucson,  Arizona  85719 

Vice  President— Luis  Cueva  Niz,  M.D Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

Secretary  for  United  States— Herbert  W.  Bradley,  M.D 800  Third  Street,  Marysville,  California  95991 

Secretary  for  Mexico— Jorge  Riggen  Davila,  M.D Marsella  #510  Sur,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  United  States— Walter  R.  Eicher,  M.D 213  N.  Alma  School  Road,  Chandler,  Arizona  85224 
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COMMITTEES  1971-72 


ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix);  Arnold 
H.  Dysterheft,  M.D.,  (McNary);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); William  B.  Steen,  M.D.  (Tucson);  Clarence  E.  Yount, 
Jr.,  M.D.  (Prescott). 


BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.  D.,  Chairman  (Phoenix);  William  N.  Chloupek, 
M.D.  (Phoenix);  Jack  M.  Layton,  M.D.  (Tucson);  R.  Lee 
Foster,  M.D.,  (Phoenix);  William  C.  Scott,  M.D.  (Phoenix); 
Cecil  C.  Vaughn,  Jr.  M.D.  (Phoenix). 


GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 
M.D.,  Chairman  (Chandler);  Stanford  F.  Farnsworth,  M.D. 
(Phoenix);  Harold  N.  Gordon,  M.D.  (Phoenix);  John  P.  Heile- 
man,  M.D.  (Phoenix);  Artell  Johnson,  M.D.  (Phoenix);  Louis 
C.  Kossuth,  M.D.  (Phoenix);  Alan  I.  Levenson,  M.D.  (Tuc- 
son); John  G.  Lingenfelter,  M.D.  (Kingman);  Dermont  W. 
Melick,  M.D.  (Tucson);  Patrick  P.  Moraca,  M.D.  (Phoenix); 
Dwight  H.  Porter,  Jr.,  M.D.  (Phoenix);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Marvin  C.  Schneider,  M.D.  (Phoenix)  ; Sam- 
uel A.  Smith,  M.D.  (Phoenix);  Glen  H.  Walker,  M.D.  (Cool- 
idge). 


GRIEVANCE  COMMITTEE:  Fred  H.  Landeen,  M.D.,  Chairman 
(Tucson);  Walter  Brazie,  M.D.  (Kingman);  Richard  E.  H. 
Duisberg,  M.D.  (Phoenix);  Norman  D.  Dudley,  M.D.  (Flag- 
staff); Keith  H.  Harris,  M.D.  (Phoenix);  Cmolyn  Gerster, 
M.D.  (Scottsdale);  William  W.  McKinley,  M.D.  (Bisbee)- 
A'bert  J.  Ochsner,  II,  M.D.  (Yuma);  Roland  F.  Schoen, 
M.D.  (Casa  Grande). 


HISTORY  & OBITUARIES  COMMITTEE:  John  B.  Green  M.D 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  Joh 
W.  Kennedy,  M.D.  (Phoenix);  Harold  W.  Kohl,  Sr.,’  M E 
(Tucson);  Abe  I.  Podolsky,  M.D.  (Yuma);  Roland  F.  Schoen 
M.D.  (Casa  Grande);  Jay  L.  Sitterley,  M.D.  (Flagstaff)-  Mac 
Donald  Wood,  M.D.  (Phoenix).  8 


LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn.  M.D.,  Chair- 
man (Tempe);  Chester  G.  Bennett,  M.D.  (Phoenix);  Carlos 
C.  Craig,  M.D.  (Phoenix);  Richard  Bruner,  M.D.  (Phoenix); 
William  E.  Davis.  M.D.  (Tucson);  Kenneth  A.  Dregseth,  M.O. 
(Sierra  Vista);  Donald  F.  Griess,  M.D.  (Tucson);  Louis 
Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tucson); 
John  F.  Kahle,  M.D.  (Flagstaff);  John  K.  Kerr,  M.D.  (Mesa); 
Don  V.  Langston,  M.D.  (Phoenix);  Meyer  Markovitz,  M.D. 
(Phoenix);  William  B.  McGahey,  M.D.  (Scottsdale);  Robert 
J.  Oliver,  M.D.  (Tucson);  O.  Melvin  Phillips,  M.D.  (Scotts- 
dale); Wilfred  Potter,  M.D.  (Scottsdale);  James  L.  Scha- 
madan,  M.D.  (Phoenix);  Raymond  Vaaler,  M.D.  (Phoenix); 
Dennis  Weiland,  M.D.  (Phoenix);  W.  Curtis  W'ilcox,  M.D. 
Tucson);  Lowell  C.  Wormley,  M.D.  (Phoenix). 

MEDICAL  ECONOMICS  COMMITTEE:  John  H.  Ricker,  M.D. 
Chairman  (Phoenix);  Richard  S.  Armstrong.  M.D.  (Tucson); 
Charles  M.  Bergschneider,  M.D.  (Scottsdale);  Harvey  G. 
Brown,  M.D.  (Phoenix);  B.  Robert  Burkhardt,  M.D.  (Tuc- 
son); Ian  M.  Chesser,  M.D.  (Tucson);  Charles  F.  Dalton, 
M.D.  (Phoenix);  Howard  N.  Kandell,  M.D.  (Phoenix);  Gerold 
Kaplan,  M.D.  (Phoenix);  Roger  Wilcox  (Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Melvin  L.  Cohen,  M.D.  (Phoe- 
nix); Raymond  J.  Jennett,  M.D.  (Phoenix);  Jack  M.  Layton, 
M.D.  (Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  Donald 
F.  Schaller,  M.D.  (Phoenix);  William  F.  Sheeley,  M.D. 
(Phoenix);  David  D.  Smith,  M.D.  (Flagstaff);  Ashton  B. 
Taylor,  M.D.  (Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Harvey  G.  Brown,  M.D.  (Phoe- 
nix); George  L.  Cannon,  M.D.  (Sun  City);  Allen  I.  Gohen, 
M.D.  (Phoenix);  Sheldon  Davidson,  M.D.  (Phoenix);  Free- 
man P.  Fountain,  M.D.  (Phoenix);  Robert  B.  Leonard,  M.D. 
(Phoenix);  Alfred  F.  Miller,  M.D.  (Phoenix);  Kent  L. 
Pomeroy,  M.D.  (Phoenix);  Florian  P.  Rabe,  M.D.  (Scotts- 
dale); Eugene  J.  Ryan,  M.D.  (Phoenix);  Maier  I.  Tuchler, 
M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Donald  K. 
Buffmire.  M.D.  Chairman  (Phoenix);  Harry  C.  Smith,  M.D. 
(Douglas);  George  H.  Mertz.  M.D.  (Phoenix);  Jack  I.  Mow- 
rey,  M.D.  (McNary);  James  T.  O’Neil.  M.D.  (Casa  Grande); 
John  R.  Schwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner.  M.D., 

Chairman  (Phoenix);  Robert  J.  Antos.  M.D.  (Phoenix);  Rob- 
ert I.  Cutts,  M.D.  (Tucson);  Robert  C.  Evans.  M.D.  (Scotts- 
dale); Robert  S.  Ganelin.  M.D.  (Phoenix);  Rudolf  Kirschner, 
M.D.  (Phoenix);  Harold  W.  Kohl,  Jr.,  M.D.  (Tucson); 
Laurence  M.  Linkner,  M.D.  (Phoenix);  William  G.  Payne, 
M.D.  (Tempe);  Hermann  S.  Rhu.  Jr..  M.D.  (Tucson);  Donald 
F.  Schaller,  M.D.  (Phoenix);  Richard  J.  Toll,  M.D.  (Tucson); 
PUBLIC  RELATIONS  COMMITTEE:  John  F.  Kahle,  M.D., 

Chairman  (Flagstaff);  Robert  Brazie,  M.D.  (Scottsdale); 
Donald  E.  Clark,  M.D.  (Tucson);  Don  V.  Langston.  M.D. 
(Phoenix);  Richard  T.  McDonald.  M.D.  (Flagstaff);  William 
W.  McKinley.  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tuc- 
son); Morton  Thomas,  M.D.  (Wickenburg);  Jack  H.  Wilson, 
M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  John  R.  Green,  M.D.,  Chairman 
(Phoenix);  Andre  J.  Bruwer,  M.D.  (Tucson);  Walter  V. 
Edwards,  Jr.,  M.D.  (Phoenix);  Gerold  Kaplan,  M.D.  (Phoe- 
nix); David  Pent.  M.D.  (Phoenix);  William  B.  McGrath, 
M.D.  (Phoenix);  William  F.  Sheeley,  M.D.  (Phoenix);  David 
C.  H.  Sun,  M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Philip  Levy,  M.D., 
Chairman  (Phoenix);  William  E.  Bishop.  M.D.  (Globe);  W. 
Scott  Chisholm,  Jr.,  M.D.  (Phoenix);  Philip  E.  Dew.  M.D. 
(Tucson);  Milton  S.  Dworin,  M.D.  (Tucson);  Douglas  W. 
Frerichs,  M.D.  (Phoenix);  Vincent  A.  Fulginiti,  M.D.  (Tuc- 
son); T.  Richard  Gregory.  M.D.  (Phoenix);  James  Hurley, 
M.D.  (Phoenix);  Stanley  Karansky,  M.D.  (Phoenix);  Mark 
M.  Kartchner,  M.D.  (Tucson);  Eugene  Leibsohn,  M.D. 
(Phoenix);  Melvin  W.  Phillips,  M.D.  (Prescott);  Wilfred 
M.  Potter,  M.D.  (Scottsdale);  Neopito  L.  Robles,  M.D. 
(Tucson);  William  C.  Scott,  M.D.  (Tucson);  W.  A.  Susong, 
M.D.  (Phoenix);  Luis  Tan,  M.D.  Phoenix);  Oscar  A.  Thorup, 
Jr.,  M.D.  (Tucson);  Harold  D.  Wilkins,  M.D.  (Tucson); 
Joseph  C.  White,  Jr.,  M.D.  (Phoenix);  Donald  Ziehm,  M.D. 
( Phoenix ) . 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1971-72 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  P.O. 
Box  887,  Lakeside  85029. 

COCHISE:  John  Blaisdell.  M.D..  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr..  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler.  M.D.,  President.  1355  N. 
Beaver,  Flagstaff,  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff,  86001. 

GILA:  David  B.  Gilbert,  M.D..  President,  Physician’s  & Surgeons 
Clinic,  Pavson  85^41;  Thomas  B.  Jarvis,  M.D.,  703  Ash 
Street,  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President.  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D.,  503— 5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Lvnn  Hilbun,  M.D..  President,  Rt.  1,  Box  314, 
Morenci  88540;  J.  Deibert  Miller,  M.D.,  Secretary,  Morenci 
Hospital,  Morenci  85540. 

MARTCOPA:  Patrick  P.  Moraca,  M.D.,  President;  Max  L.  Wertz, 
M.D.  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounsem'lle,  M.D.,  President,  Mohave  General 
Hospital,  Kingman  86401;  Earl  Gilbert,  M.D..  Secretary, 
Mohave  Co.  General  Hospital,  Kingman  86401. 

NAVATO:  Howard  L.  Roberts,  Jr.,  M.D..  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower.  M.D.,  President.  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande,  85222. 

SANTA  CRUZ:  7enas  B.  Noon.  M.D..  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  Dallas  C.  Allred.  M.D.,  President,  120  Grove  Ave., 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D.,  President,  2244  S.  Avenue  A.,  Yuma 
85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1971-72 

PRESIDENT  Mrs.  Charles  E.  Henderson  (Nancy) 

5948  N.  14th  Place.  Phoenix  85015 

PRESIDENT-ELECT  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix  85013 

1st  VICE  PRESIDENT  Mrs.  Thomas  B.  Jarvis  (Barbara) 

1266  Skyline  Drive  Globe  85501 

2nd  VICE  PRESIDENT  Mrs.  Albert  J.  Ochsner,  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

TREASURER  Mrs.  Robert  E.  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR  1970-72  Mrs.  George  S.  Enfield  (Ro) 

5873  E.  Thomas  Rd.,  Scottsdale  85251 

DIRECTOR  1971-72  Mrs.  J.  Bruce  Tucker  (Laveme) 

Drawer  870.  Sedona  85336 

DIRECTOR  1971-73  Mrs.  Carl  E.  Shrader,  Jr.  (Ginny) 

1615  Aztec,  Flagstaff  86001 

CORRESPONDING  SECY Mrs.  Paul  B.  Jarrett  (Beverley) 

501  East  Pasadena,  Phoenix  85012 

CHAPLAIN  Mrs.  Jack  W.  Seagraves  (June) 

3050  East  San  Miguel.  Phoenix,  85016 

HISTORIAN  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott  86301 

PARLIAMENTARIAN  . . . .Mrs.  W.  Scott  Chisholm,  Jr.  (Jeanne) 
613  East  Vista  Avenue,  Phoenix  85020 

RECORDING  SECY  Mrs.  Warren  S.  Williams  (Pat) 

Rt.  5,  Box  893,  Tucson  85718 

COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  Henry  Poore  (Nina) 

Rt.  2.  Box  980.  Flagstaff  86001 
Gila:  Mrs.  Lawrence  M.  Bailey  (Mary  Ann) 

703  Oak.  Globe  85501 

Maricopa:  Mrs.  Clare  W.  Johnson  (Mary  Anne) 

318  West  Lawrence  Road,  Phoenix  85013 
Pima:  Mrs.  Donald  M.  Gleason  (Peggy) 

6001  San  Cristobal  Drive.  Tucson  85715 
Yavapai:  Mrs.  Joseph  B.  McNally  (Suzie) 

Rt.  4,  Williamson  Valiev  Rd.,  Prescott  86301 
Yuma:  Mrs.  Albert  T.  Ochsner.  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

CHAIRMEN  OF  STANDING  COMMITTEES 
1971-1972 

AMA-ERF Mrs.  William  E.  Bishop  (Marian) 

211  South  Third,  Globe  85001 

BYLAWS  Mrs.  Clyde  W.  Kurtz  (Margaret) 

7015  North  Hillside  Drive,  Paradise  Valley  85253 

COMMUNITY  HEALTH  Mrs.  I.  Allen  Sklar  (Marion) 

1513  East  San  Miguel,  Phoenix  85014 

FINANCE  Mrs.  Raymond  A.  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

HAMER  EDUCATION  LOAN  FUND 

Mrs.  Alvin  L.  Swenson  (Vicki) 
5250  Bartlett  Circle.  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jean) 

5836  North  Monte  Vista  Drive,  Scottsdale  85253 

LEGISLATION  Mrs.  Thomas  H.  Taber,  Sr.  (Dorothy) 

19' 9 East  Rovey,  Phoenix  85016 

MENTAL  HEALTH  Mrs.  Harry  C.  Smith  (Jean) 

2105  8th  Street,  Douglas  85607 

NOMINATING  Mrs.  J.  Bruce  Tucker  (Laveme) 

Drawer  870  Sedona  85336 

ORGANIZATION  & MEMBERSHIP 

Mrs.  Thomas  B.  Jarvis  (Barbara) 
1266  Skvline  Drive.  Globe  85501 

PROCEDURE  & GUIDELINES.  .Mrs.  Robert  A.  Price  (Dorothy) 
163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Albert  J.  Ochsner,  II  (Jo) 
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Keeping  quality  up 


and  cost  down 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 
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For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

© 1972  The  Upjohn  Company 

* TRADEMARK-  JA  72-1959-6 


Upjohn’s  low7priced 
tetracycline 


Upjohn  has  been  able 
to  reduce  the  price  of 
tetracycline  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 
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Panmycin 

(tetracycline  HC1,  Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml. 


Keeping  quality  up 


and  cost  down 


Widowed  and  alone 

(with  irritable  colon  syndrome) 

Loss  of  a loved  one.  Loneliness.  Job  insecurity.  The  high  correlation 
between  stress  factors  in  a patient’s  life  and  irritable  colon  syndrome  is 
a matter  of  clinical  experience. 

Deal  with  the  stress  factor 

Drug  therapy  for  these  patients  might  therefore  be  expected  to  do  two  things: 

(1)  allay  anxiety  associated  with  the  irritable  colon  syndrome,  and 

(2)  relax  colonic  spasm  while  checking  hypermotility. 

These  are  precisely  the  actions  that  define  the  effect  of  Librax.® 

Librax:  more  than  an  antispasmodic 

Librax  is  the  only  drug  that  delivers  the  antianxiety  action  of  Librium® 

(chlordiazepoxide  HC1)  plus  the  dependable  antisecretory/antispasmodic 
action  of  Quarzan®  (clidinium  Br).  The  antisecretory/antispasmodic  component 
helps  control  gastrointestinal  hypermotility  and  spasm— the  immediate  cause 
of  the  patient’s  complaint.  At  the  same  time,  the  action  of  Librium  helps  ease 
the  anxiety  that  may  have  triggered  the  G.I.  distress  in  the  first  place. 

1 or  2 capsules,  3 or  4 times  daily 

The  dosage  of  Librax  should  be  adjusted  to  achieve  optimum  individual 
response— within  the  range  of  1 or  2 capsules,  3 or  4 times  daily.  In  most  cases, 
a satisfactory  effect  is  usually  obtained  with  1 capsule  before  each  meal  and 

2 at  bedtime.  Librax:  #60,  sig.  1 a.c.  and  2 h.s. 


Before  prescribing,  please  consult 
mplete  product  information,  a summary 
which  follows: 

Indications:  Indicated  as  adjunctive 
erapy  to  control  emotional  and  somatic 
:tors  in  gastrointestinal  disorders. 

Contraindications:  Patients  with 
aucoma;  prostatic  hypertrophy  and 
nign  bladder  neck  obstruction;  known 
persensitivity  to  chlordiazepoxide 
drochloride  and / or  clidinium  bromide. 

Warnings:  Caution  patients  about 
ssible  combined  effects  with  alcohol 
d other  CNS  depressants.  As  with  all 
IS-acting  drugs,  caution  patients 
ainst  hazardous  occupations  requiring 
mplete  mental  alertness  (e.g.,  operating 
achinery,  driving).  Though  physical  and 
ychological  dependence  have  rarely 
en  reported  on  recommended  doses, 
e caution  in  administering  Librium 
ilordiazepoxide  hydrochloride)  to 
awn  addiction-prone  individuals  or 
>se  who  might  increase  dosage;  with- 
iiwal  symptoms  (including  convulsions), 
Blowing  discontinuation  of  the  drug  and 
INlarto  those  seen  with  barbiturates, 

I/e  been  reported.  Use  of  any  drug  in 
jpgnancy,  lactation,  or  in  women  of 
ildbearing  age  requires  that  its  potential 
* iefits  be  weighed  against  its  possible 
:ards.  As  with  all  anticholinergic  drugs, 
inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debili- 
ed,  limit  dosage  to  smallest  effective 
ount  to  preclude  development  of 
gia,  oversedation  or  confusion  (not 
te  than  two  capsules  per  day  initially; 


increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potenti- 
ating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 

Adverse  Reactions:  No  side  effects 
or  manifestations  not  seen  with  either 
compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydro- 
chloride is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dosage 


reduction;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low 
residue  diets. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.07110 

As  adjunctive 

therapy 

Dual-action 

Librax' 

Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
and  2.5  nig  clidinium  Br. 

Calms  anxiety,  calms  the  G.I.  tract 
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IT’S  HERE  AT 

SCHERER  is  the  house  that  has  it. ..here 
and  now  ...the  items,  more  sizes,  more 
complete  Sines.  We  are  your  largest 

single  source  for  the  best  in  Medical 

and  Scientific  supply. 

SCHERER  is  long  on  speed 
service,  stock.  Be  sure. 

Call  SCHERER. 
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Scherer  Gompanf 

MEDICAL  AND  SCIENTIFIC  SUPPL  S 

» 

u A BERGEN  BRUNSWIG  COMPLY 


IN  ASTHMA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.l.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


■maceeMca/L 


Rapid  onset  of  action  for 


(including  intervertebral  disc) 


indications:  For  symptomatic  relief  in  conditions  characterized 
by  skeletal  muscle  spasm  and  mild  to  moderate  pain. 
Contraindications:  Acute  intermittent  porphyria  and  allergic  or 
idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic' Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria,  agi- 
tation, euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and  sympto- 
matic therapy,  including  hospitalization,  may  be  necessary. 
Pregnancy  and  Lactation.-  Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards  in  pregnancy,  nursing 


mothers,  or  women  of  childbearing  potential.  Children  Undi 
Five-.  Drug  not  recommended.  Potentially  Hazardous  Tasks:  Dr 
ing  a motor  vehicle  or  operating  machinery.  Additive  Effects:  Pc 
sible  additive  effects  between  carisoprodol,  alcohol,  and  othfj 
CNS  depressants  or  psychotropic  drugs.  Drug  Dependence:  Us 
cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  p 
tients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness,  diz 
ness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  c 
pressive  reactions,  syncope,  insomnia.  Allergic  or  Idiosyncrati 
Usually  seen  after  1-4  doses  in  patients  not  previously  expose 
e.g.,  rash,  erythema  multiforme,  pruritus,  eosinophilia,  fixed  dn 


Helps  to 


Relax  muscle  spasm 

Relieve  associated  mild-to-moderate  pain 
Reduce  stiffness 


Helps  give  the  patient... 

• An  opportunity  to  resume  daily  activities  quickly 

Simple,  economical  dosage  schedule... 

•Usual  adult  dosage:  one  350  mg  tablet  q.i.d 


eruption  with  cross  reaction  to  meprobamate.  More  severe  mani- 
festations: asthma,  fever,  weakness,  dizziness,  angioneurotic 
edema,  smarting  eyes,  hypotension,  anaphylactoid  shock.  Stop 
drug,  treat  symptomatically  (e.g.,  possible  use  of  epinephrine, 
antihistamines,  and  in  severe  cases  corticosteroids).  Cardiovas- 
cular: Tachycardia,  postural  hypotension,  facial  flushing.  Gastro- 
intestinal: Nausea,  vomiting,  hiccup,  epigastric  distress.  Hema- 
tologic: Leukopenia  and  pancytopenia  (on  carisoprodol  plus 
other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at 
bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  de- 
pression, and,  very  rarely,  death.  Overdosage  of  carisoprodol  plus 


alcohol  or  other  CNS  depressants  or  psychotropic  drugs  can  be 
additive.  Empty  stomach,  treat  symptomatically;  cautiously  give 
respiratory  assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kid- 
ney. Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed  absorption.  rev.  10/71 


WALLACE  PHARMACEUTICALS  /Cranbury,  N.J.  08512 


<ste 


Call  it  what  you  will,  it 
maybe  premalignant 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Elld  Eflld©X  (fluorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”1,2 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses,3'4  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.6 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  : Jansen,  G.  T.,  and  Honeycutt,  W.  M. : 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C. : Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  S7: 14,  1968. 

5.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mldrop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 
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(fluorouracil) 

cream/solution 


G.I.  problems 
making  her 
a fixture 

in  your  office? 


‘Milpath’  can  cut  down  her  complaints 
by  helping  to  control: 

bloating/cramping/ pain/Viervous  stomach’ 
when  aggravated  by  anxiety  and  tension 


For  most  patients: 

‘Milpath’-400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

lMilpath’-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


INDICATIONS:  Useful  as  adjunctive  therapy  in  peptic  ulcer  and  in  the 
irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis, 
and  functional  gastrointestinal  disorders),  especially  when  accompanied 
by  anxiety  or  tension. 

CONTR AIN DIC ATION S : Tridihexethyl  chloride:  Previous  allergic  or 
idiosyncratic  reactions  to  tridihexethyl  chloride  or  related  compounds; 
urinary  bladder-neck  obstructions  (e.g.,  prostatic  obstructions  due  to 
hypertrophy);  pyloric  obstructions  because  of  reduced  motility  and  tonus; 
organic  cardiospasm  (megaesophagus);  glaucoma;  possibly  in  stenosing 
gastric  or  duodenal  ulcers  with  significant  gastric  retention.  Mepro- 
bamate: Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reac- 
tions to  meprobamate  or  related  compounds  such  as  carisoprodol,  mebu- 
tamate,  tybamate,  carbromal. 

WARNINGS:  Meprobamate:  Drug  Dependence:  Physical  and  psy- 
chological dependence  and  abuse  have  occurred.  Chronic  intoxication, 
from  prolonged  use  and  usually  greater  than  recommended  doses, 
leads  to  ataxia,  slurred  speech,  vertigo.  Carefully  supervise  dose  and 
amounts  prescribed,  and  avoid  prolonged  use,  especially  in  alcoholics 
and  addiction-prone  persons.  Sudden  withdrawal  after  prolonged  and 
excessive  use  may  precipitate  recurrence  of  pre-existing  symptoms 
(e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal  reactions  (e.g.,  vomiting, 
ataxia,  tremors,  muscle  twitching,  confusional  states,  hallucinosis;  rarely 
convulsive  seizures,  more  likely  in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders).  Therefore,  reduce  dosage  grad- 
ually (1 -2  weeks)  or  substitute  a short-acting  barbiturate,  then  gradually 
withdraw.  Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or  operat- 
ing machinery.  Additive  Effects:  Possible  additive  effects  between  mepro- 
bamate, alcohol,  and  other  CNS  depressants  or  psychotropic  drugs. 
Pregnancy  and  Lactation:  Safe  use  not  established;  weigh  potential 
benefits  against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the  maximum 
recommended  human  dose  show  reduction  in  litter  size  due  to  resorp- 
tion. Meprobamate  appears  in  umbilical  cord  blood  at  or  near  maternal 
plasma  levels,  and  in  breast  mi  Ik  at  levels  2-4  times  that  of  maternal  plasma. 
PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate:  To  avoid  over- 
sedation, use  lowest  effective  dose,  particularly  in  elderly  and/or  debili- 
tated patients.  Consider  possibility  of  suicide  attempts;  dispense  least 
amount  of  drug  feasible  at  any  one  time.  To  avoid  excess  accumulation, 
use  caution  in  patients  with  compromised  liver  or  kidney  function.  Mepro- 
bamate may  precipitate  seizures  in  epileptics. 

ADVERSE  REACTIONS:  Following  reactions  to  components  may 
occur  with  ‘Milpath’  (meprobamate  + tridihexethyl  chloride).  Tridihex- 
ethyl chloride:  Severe  effects  rare  at  recommended  dosage.  Anti- 


cholinergic effects:  dry  mouth  (fairly  frequent  at  oral  doses  of  100  mg), 
constipation  or  “bloated”  feeling.  Possible:  tachycardia,  bradycardia, 
dilated  pupils,  increased  ocular  tension,  weakness,  nausea,  vomiting, 
headache,  drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System:  Drowsiness,  ataxia,  dizziness,  slurred 
speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation,  paradoxical  excitement,  fast 
EEG  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Cardiovas- 
cular: Palpitations,  tachycardia,  various  forms  of  arrhythmia,  transient 
ECG  changes,  syncope;  also  hypotensive  crises  (including  one  fatal 
case).  Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions: 
itchy,  urticarial,  or  erythematous  maculopapular  rash  (generalized  or 
confined  to  groin).  Others:  leukopenia,  acute  nonthrombocytopenic  pur- 
pura, petechiae,  ecchymoses,  eosmophilia,  peripheral  edema,  adenop- 
athy, fever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meprobamate/mebutamateand  meprobamate/ 
carbromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
neurotic edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  erythema 
multiforme,  exfoliative  dermatitis,  stomatitis,  proctitis,  Stevens-Johnson 
syndrome,  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
prednisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
epinephrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
tologic: Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 
relationship  established.  Rarely,  thrombocytopenic  purpura,  Other:  Exac- 
erbation of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One  'Milpath'-400  (meprobamate  400  mg 
+ tridihexethyl  chloride  25  mg)  tablet  three  times  a day  at  mealtimes 
and  2 at  bedtime.  For  greater  anticholinergic  effect,  2 ‘Milpath’-200  (me- 
probamate 200  mg  + tridihexethyl  chloride  25  mg)  three  times  a day  at 
mealtimes  and  2 at  bedtime.  Meprobamate  dose  should  not  exceed 
2400  mg  daily. 

Not  for  use  in  children  under  age  12. 

OVERDOSAGE:  No  cases  reported  with  'Milpath'  (meprobamate  + tri- 
dihexethyl chloride);  information  on  components  follows.  Tridihexethyl 
chloride:  Acute  overdosage  can  produce  dry  mouth,  difficulty  swal- 
lowing, marked  thirst;  blurred  vision,  photophobia;  flushed,  hot,  dry  skin, 
rash;  hyperthermia;  palpitations,  tachycardia  with  weak  pulse,  elevated 
blood  pressure;  urinary  urgency  with  difficulty  in  micturition;  abdominal 
distention;  restlessness,  confusion,  delirium  and  other  signs  suggesting 
acute  organic  psychosis.  Empty  stomach  after  administration  of  Uni- 
versal Antidote  and  treat  symptomatically  as  indicated.  Meprobamate: 
Suicidal  attempts  with  meprobamate,  alone  or  with  alcohol  or  other  CNS 
depressants  or  psychotropic  drugs,  have  produced  drowsiness,  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomatically;  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Meprobamate  is 
metabolized  in  the  liver  and  excreted  by  the  kidney.  Diuresis  and  dialysis 
have  been  used  successfully.  Carefully  monitor  urinary  output;  avoid 
overhydration;  observe  for  possible  relapse  due  to  incomplete  gastric 
emptying  and  delayed  absorption. 
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WALLACE  PHARMACEUTICALS,  Cranbury,  N.J.  08512 


Relaxes  smooth  muscle  and  psyche/  Milpath 

(meprobamate+tridihexethyl  chloride) 


In  G.l.  disorders 

when  nutritional  supplementation 
is  indicated 

Please  see  Complete  Prescribing  lnf< 

Del  UliUCt  tablets  mary  of  which  follows: 

■ ■ 1 ■ Each  Berocca  Tablet  contains: 

IO  ■ IlIlltQnil  Thiamine  mononitrate  

ID  II  Id  alJV  Riboflavin  

With  balanced,  high  potency  cLici^plntothenate' :::::::::::: 

B-complex  and  C vitamins.  FonC°a?idaiamin ::::::::::::::::: 

No  odor  Ascorbic  acid  

Indications:  Nutritional  supplementati 

Virtually  no  aftertaste.  jn  water-soluble  vitamins  are  r 

J tactically  or  therapeutically. 

Lowest  priced  Rx  formula.  Warning:  Not  intended  for  treatmer 

~ anpmia  nr  nthnr  nrimarv  nr  sftnnnnar 


Please  see  Complete  Prescribing  Information,  a sum 
mary  of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  . 15  me 

Riboflavin  15  m( 

Pyridoxine  HCI  5 me 

Niacinamide  100  me 

Calcium  pantothenate 20  me 

Cyanocobalamin 5 met 

Folic  acid  0.5  me 

Ascorbic  acid 500  me 

Indications:  Nutritional  supplementation  in  condition; 
in  which  water-soluble  vitamins  are  required  prophy- 
tactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  perniciou; 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  per- 
nicious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B,2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical 
need. 

Available:  In  bottles  of  100. 


ROCHE 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


the  compound  analgesic 
that  calms  instead  of  caffeinates 

In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  “edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree,  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 

A.  H.  Robins  Company,  Richmond,  Va.  AH-ROBINS 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
(’A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2'h 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  ’A  gr.  (No.  2),  'h  gr.  (No.  3)  or  1 gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

/[?.  Phenaphen  with  Codeine  is  now  classified  in  Schedule 
vLL  III,  Controlled  Substances  Act  of  1970.  Available  on  pre- 
scription and  may  be  refilled  5 times  within  6 months,  unless 
restricted  by  state  law. 


Snifter  working  again 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  AH|^OBINS 

prescribing  information  appears  on  next  page 


Dimetapp 

Extentabs 

Dimetane^  (brompheniramine  maleate),  12  mg.;  phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


A.  FI.  Robins  Company 
Richmond,  Va.  23220 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  penfahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  Syphilis.  . ©1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  o 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be  I 
carefully  examined  and  monthly  serological  follow-up  for  c 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  i 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  nc 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  wit 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  t<, : 
detect  evidence  of  development  of  resistance  of  N.  gonorrhoeae 

Adverse  reactions:  The  following  reactions  were  observe' 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normcl 
human  volunteers,  the  following  were  noted:  a decrease  in  heme 


"Irobkin 

sterile  spectinomycin  di hydrochloride 
penta hydrate,  Upjohn 

sinale-aose  intramuscular  treatment 


ligh  cure  rate:*  96%  of  571  males,  95%  of  294  females 

Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

Jo  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
/hen  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M  I C.  7.5-20  mcg/ml) 


v single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
00  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

Jote:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
ymptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
ffective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
onorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
e instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
;ypersensitive  to  it. 

fata  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
tartin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
'eatment  in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
pllow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure"  except  when  the  investigator  determined 
lat  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
pilures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  JA72 1848-6 


obin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
pe  phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
pdies  in  normal  volunteers,  a reduction  in  urine  output  was 
pted.  Extensive  renal  function  studies  demonstrated  no  con- 
sent changes  indicative  of  renal  toxicity. 

osage  and  administration:  Keep  at  25°C  and  use  within 
It  hours  after  reconstitution  with  diluent. 

, a/e  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
anorrheal  proctitis  and  patients  being  re-treated  after  failure 
' previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
sographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
sent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
eferred. 

ornate  — single  4 gram  dose  (10  ml)  intramuscularly, 
ow  supplied:  Vials , 2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 

The  Upjohn  Company,  Kalamazoo,  Michigan  4900] 


Upjohn 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

^ SAMARITAN  HEALTH  SERVICE^ 


r n 


OXYGEN 

• Inhalation  Therapy  and 

• Home  Patient  Care  Equipment 

• 24  hour  service— 7 days  a week 
® Rentals— Sales— Repairs 

• All  setups  by  registered 
therapist 


2503  NORTH  CENTRAL  • PHOENIX,  ARIZONA  • 85004 

263-6571 

V^___ ✓ 
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• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  info 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  ii 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  di 
to  susceptible  organisms  (usually  £.  coli,  Klebsiell 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabih 
and  less  frequently,  Proteus  vulgaris)  in  the  absence 
obstructive  uropathy  or  foreign  bodies.. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tes 
are  not  always  reliable.  The  test  must  be  carefully  coorc 
nated  with  bacteriologic  and  clinical  response.  When  tf 
patient  is  already  taking  sulfonamides,  follow-up  culture 
should  have  aminobenzoic  acid  added  to  the  culture  medi 
Currently,  the  increasing  frequency  of  resistant  organise 
is  a limitation  of  the  usefulness  of  antibacterial  agents  ii 
eluding  the  sulfonamides,  especially  in  the  treatment  i 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  p 
tients  receiving  sulfonamides  for  serious  infections  sine 
there  may  be  wide  variations  with  identical  doses;  20  mg 
100  ml  should  be  maximum  total  sulfonamide  level,  e 
adverse  reactions  occur  more  frequently  above  this  leve 
Contraindications:  Hypersensitivity  to  sulfonamides,  i 
fants  less  than  2 months  of  age  (except  adjunctively  wit 
pyrimethamine  in  congenital  toxoplasmosis),  pregnane 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  I has  n 
been  established.  Sulfonamides  will  not  eradicate  groi 
A streptococci.  Deaths  associated  with  sulfonamide  a 
ministration  have  been  reported  from  hypersensitivi 
reactions,  agranulocytosis,  aplastic  anemia  and  otht 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  feve 
pallor,  purpura  or  jaundice  may  be  early  indications 
serious  blood  disorders.  Complete  blood  counts  ar 
urinalyses  with  careful  microscopic  examination  shou 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  1 
hepatic  function,  severe  allergy  or  bronchial  asthma 
present.  In  glucose-6-phosphate  dehydrogenase-deficie 
individuals,  hemolysis  (frequently  a dose-related  rea 
tion)  may  occur.  Maintain  adequate  fluid  intake  to  pr 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosi 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hem 
lytic  anemia,  purpura,  hypoprothrombinemia,  methem 
globinemia.  Allergic  reactions:  Erythema  multiforme  (St 
vens-Johnson  syndrome),  generalized  skin  eruption 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritu 
exfoliative  dermatitis,  anaphylactoid  reactions,  periort 
tal  edema,  conjunctival  and  scleral  injection,  photosen: 
tization,  arthralgia,  allergic  myocarditis.  Gastrointestin 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatiti 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  rea 
tions:  Headache,  peripheral  neuritis,  mental  depressio 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  i 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  tox 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodo: 
and  L.E.  phenomenon  have  occurred  with  sulfonamic 
therapy.  Sulfonamides  bear  certain  chemical  similarity 
to  some  goitrogens,  diuretics  and  oral  hypoglycem 
agents.  Goiter  production,  diuresis  and  hypoglycem 
have  occurred  rarely  in  patients  receiving  sulfonamide 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


' \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  In' 
/ Nutley,  N.J.  07110 


cute,  recurrent  or  chronic  nonobstructed  cystitis 


THREE  OTHER 
BUILT-IN 
BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche* 


3. 

High  solubility  at  average  urinary  pH 

Gantrisin’s  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 

4 

Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 

Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 

5. 

Rapid  renal  clearance 

Gantrisin's  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 


ther  susceptible  organisms 
begin  with 

antrisin®] 

fisoxazole/ Roche  II 

Usual  adult  dosage:  JS\ 

4 to  8 tablets  stat 

2 to  4 tablets  q.i.d.  ^1^ 


Gantrisin 

sulfisoxazole 


STANFORD  UNIVERSITY 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

and 

THE  DIVISION  OF  IMMUNOLOGY,  DEPARTMENT  OF  MEDICINE 

announce  a course 

CLINICAL  IMMUNOLOGY 

May  26  and  27,  1972 


This  course  has  been  designed  for  physicians  who  wish  to  expand  their  knowledge  of  practical  immunology.  The  program 
emphasizes  case  presentations  and  clinical  discussions  to  illustrate  basic  and  applied  concepts. 

Topics  covered  include:  immunologic  deficiency  in  the  immuno -suppressed  patient;  multiple  myeloma,  amyloidosis,  and  monoclo- 
nal gammopafhy;  allergic  asthma,-  glomerulo-  and  lupus  nephritis;  viruses  and  autoimmune  disease;  extra-articular  and  vasculitic 
manifestations  of  rheumatoid  arthritis. 


COURSE  OUTLINE 


Humoral  and  cellular  immunity  in  relation  to  immunologic 
deficiency 

Cellular  basis  of  antibody  formation 
Structure  and  function  of  immunoglobulins 
Immunologic  deficiency  syndromes:  agammaglobulin- 
emia, the  immuno-suppressed  patient 

The  clinical  manifestations  of  plasma  cell  neoplasia 

Myeloma  proteins — laboratory  methods  for  identifi- 
cation and  quantitation 
Amyloidosis— cose  presentation  and  discussion 

The  role  of  IgE  in  reaginic  hypersensitivity 

Mechanisms  of  reaginic  hypersensitivity 
Allergic  asthma — case  presentation  and  discussion 


Antigen-antibody  complexes  in  clinical  states 

Pathogenesis  of  antigen-antibody  complex-induced 
tissue  injury 

Lupus  nephritis — ease  presentation  with  a discussion 

of  autoantibodies  to  assess  course  and  guide 
management 

The  role  of  viruses  and  Australia  antigen  in  antigen- 
antibody  complex  disease 

The  extra-articular  and  vasulitic  manifestations  of  rheuma- 
toid arthritis 

Rheumatoid  lung  disease,  rheumatoid  vasculitis — case 
presentations  and  discussion 


VISITING  FACULTY 

Charles  G.  Cochrane,  M.D.,  Member,  Department  of  Experi-  Michael  B.  A.  Oldstone,  M.D.,  Associate  Member,  Department 

mental  Pathology,  Scripps  Clinic  and  Research  Foundation,  of  Experimental  Pathology,  Scripps  Clinic  and  Research 

La  Jolla  Foundation,  La  Jolla 


STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  FACULTY 


James  F.  Fries,  M.D.,  Assistant  Professor  of  Medicine  (Immun- 
ology) 

Hoisted  R.  Holman,  M.D.,  Berthold  and  Belle  N.  Guggenhime 
Professor  of  Medicine 

Hugh  O.  McDevitt,  M.D.,  Associate  Professor  of  Medicine  (Im- 
munology) and  Head,  Division  of  Immunology 


Jack  S.  Remington,  M.D.,  Associate  Professor  of  Medicine  (In- 
fectious Diseases) 

Samuel  Strober,  M.D.,  Instructor  in  Medicine  (Immunology) 

Abba  I.  Terr,  M.D.,  Clinical  Associate  Professor  of  Medicine 
(Immunology)  and  Chief  of  the  Allergy  Clinic 


Enrollment  is  open  to  all  practicing  physicians,  but  advance  registration  is  required  as  attendance  is  limited.  No  registrations 
will  be  accepted  after  May  24.  The  enrollment  fee  of  $80  includes  all  lectures  and  luncheon  on  both  days.  A refund  of  $65  will  be 
provided  if  notice  of  cancellation  is  received  prior  to  the  first  day  of  the  course. 

The  Postgraduate  Medical  Education  Program  of  Stanford  University  School  of  Medicine  is  fully  accredited  by  the  Ameri- 
can Medical  Association  and  is  acceptable  for  Group  A credit  toward  the  California  Medical  Association's  Certificate.  Credit  for 
this  course  is  15  hours  and  a certificate  of  attendance  will  be  available  upon  request. 


APPLICATION  FORM 

CLINICAL  IMMUNOLOGY  May  26-27,  1972 

Fee:  $80 

NAME 

Last  First  Middle 

ADDRESS 

Street  City  State  Zip  Code 

MEDICAL  SCHOOL Degree Year 

TYPE  OF  PRACTICE Daytime  Phone 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Education,  Stanford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  Increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi , phenacetin  gr.  2V2, 
caffeine  gr.  Vi. 


“We  will  not  sacrifice  the  pride, 
excellence,  and  performance 


painstakingly  handcrafted  into 
a Bellanca  airplane  for  the 


Since  the  early  1920’s,  almost  every 
part  of  every  Bellanca  airplane  has  been 
skillfully  handcrafted  for  structural  su- 
periority. Wings  are  fashioned  from 
strong,  flexible  mahogany  and  spruce. 
Fuselages  are  tightly  covered  with 
dimple  resistant  Dacron.  The  Bellanca 
Viking  and  Turbo  Viking  models  cruise 


at  over  200  m.p.h.  And  a Bellanca  air- 
craft has  never  had  an  in-flight  structural 
failure. 

For  further  information  and  an  explanation 
of  our  Bellanca  "Ambassador”  tax  relief  plan, 
please  call  or  write:  Wm.  Hauprich,  Vice  Presi- 
dent, Sales  • Arizona  Bellanca  Company,  4760 
Falcon  Drive,  Falcon  Field,  Mesa,  Arizona  • 
(602)  985-4981  or  266-2725 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


A (LEASE  FOR  ALL  REASONS 


Why  lease? 

Courtesy  has  some  good  reasons: 
leasing  requires  no  investment,  it’s 

more  flexible,  lets  you  enjoy  the  advan- 
tages of  car  ownership  without  the 

disadvantages. 

Courtesy  leases  any  make  or  model, 
plus  a complete  line  of  Chevrolets. 
Everything  from  pick-ups,  to  4-wheel 
drive  vehicles,  or  the  personalized  car 


of  your  choice.  Whether  you’re  headed 
for  the  hills,  need  something  for  busi- 
ness use,  for  the  wife,  or  the  kids, 
Courtesy  has  a convenient,  economical 
lease,  for  all  reasons  . . . 

Cou/cteAy 

LEASING,  INC. 

1233  East  Camelback  Road  279-3232 
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LIFE 


INSURANCE  COMPANY 

GROWING  WITH  THE  ELEVEN  WESTERN  STATES 


ARIZONA  MEDICINE  £71 


SOME  HOSPITALS 

TRY  TO  CREATE  A 
RESORT  ATMOSPHERE 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 


The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

Carpelback  Hospital 

i Ajl  instrument  for  healing  5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


Utedical  Center1  TC-^atf  and  Clinical  Xaforatmf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


NOW,  AVAILABLE  FROM  ArMA 
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ORDER  YOURS  TODAY  AND  STOP  THE 
CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 


samples  available  on  request 

COST:  $1 .50  per  hundred 


To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

Phoenix,  AZ.  8501 3 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.50  per  hundred. 

Name 

Address  

Bill  Me:  □ Payment  Enclosed:  Q 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


ARIZONA  MEDICINE  £73 


NEED  MORE  OfFICE  SPACE? 


Inexpensive  Storage  Is  Available  For: 
Furniture  Office  Records 

Machines  Personal  Items 

100  Square  Foot  Garages 
Monthly  $15.50  Vi  Yearly  $82.00 

You  have  the  utmost  in  security.  A guard  is 
on  duty  during  the  day  to  assist  patrons.  In 
the  evening  the  premises  are  locked  and 
patrolled.  Multiple  sizes  and  open  space  stor- 
age available. 

Facilities  Open  Daily  9 to  6 


“Your  dinner  was 
perfect— from  soup 
to  'Dicarbosil’.” 


STORAGE  GARAGE  RENTALS 

361 1 N.  36th  Ave. 

Phoenix,  Arizona 
272-2978 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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Arizona  Medical  Association,  Inc 


MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE 

Phoenix,  Arizona 
August  26,  1972 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


send  to:  Arizona  Medical  Association,  Inc 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Enclosed  is  my  check  for  $ 

($100  per  personas  deposit.) 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  luxury 
cruise  liner  MERMOZ. 

• Total  passengers  limited  to  less  than  ship 
capacity. 

• All  meals  of  the  finest  French  cuisine. 

• Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities. 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore. 

• Never  any  regimentation — do  as  you  please. 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French  Riviera, 
Naples,  Sicily,  Malta,  Turkey,  the  Greek  Isles 
and  Athens.  Prices  start  from  $895.  Space  is 
strictly  limited.  We  urge  you  to  complete  the 
reservation  form  below  and  mail  it  to  us  today! 
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Pharmacy  Directory 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  B^rrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


FOR  SALE 

Two  acres  of  land  on  Highway  60  on  edge  of 
town  and  farming  community  where  you  can 
breathe  the  air  and  drink  the  water.  Building 
could  easily  be  adapted  into  doctor's  offices  as 
there  is  no  physician  within  60  miles.  Reason- 
able terms.  Write:  Welcom  Motel,  P.  O.  Box 
285,  Salome,  Arizona. 


<3n  *Scottsdale  call 
Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Future 

Medical  Meetings 


RURAL  HEALTH-AIR  MOBILITY 

March  18-19,  1972 

University  of  Arizona  College  of  Medicine 
Hilton  Hotel,  Tucson,  Arizona 

SPONSOR:  Dept,  of  Family  & Community  Medicine,  University 
of  Arizona  College  of  Medicine. 

CONTACT: 

Andrew  W.  Nichols,  M.D.,  (Rural  Health) 

Gerald  Looney,  M.D.  (Air  Mobility) 

Dept,  of  Family  & Community  Medicine 
College  of  Medicine,  University  of  Arizona 
Tucson,  Arizona  85724 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 

SPONSOR:  Arizona  Regional  Medical  Program  & Veterans 
Administration. 

CONTACT: 

F.  C.  Lepperd,  Jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved  for  72  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


CLINICAL  RECOGNITION  & MANAGEMENT 
OF  HEART  DISEASE 

March  23,  24,  25,  1972 
Arizona  Medical  Center 

SPONSOR:  College  of  Medicine,  University  of  Arizona 

CONTACT: 

Frank  I.  Marcus,  M.D. 

Gordon  A.  Ewy,  M.D. 

University  Hospital 
Arizona  Medical  Center 
Tucson,  Arizona  85724 

Approved  for  20  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


COMMUNITY  ORGANIZATION  - A MECHANISM 
FOR  CHANGE 

March  23,  24,  25,  1972 

SPONSOR:  Arizona  Public  Health  Association 
Committee  on  Continuing  Education. 

CONTACT: 

Betty  R.  Ord,  Chairman 
Arizona  Regional  Medical  Program 
4400  E.  Broadway 
Tucson,  Arizona  85711 

Approved  for  16  elective  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


OTOLOGIC  SEMINARS 

Monthly 

SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

R.  D.  Zonis,  M.D. 

7301  4th  Street 
Scottsdale,  AZ 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


SYMPOSIUM  ON  PERSPECTIVES  OF 
NUTRITION  IN  MEDICAL  PRACTICE  1972 

March  26,  1972 

Arizona  Medical  Center 
Tucson,  Arizona 

SPONSOR:  University  of  Arizona  Medical  Center  & Arizona 
Regional  Medical  Program. 

CONTACT: 

Otto  Sieber,  M.D. 

College  of  Medicine,  University  of  Arizona 
Tucson,  Arizona  85721 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


FAMILY  MEDICINE  REVIEW  COURSE 

April  12-15,  1972 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona 

SPONSOR:  Dept,  of  Family  & Community  Medicine,  College  of 
Medicine,  University  of  Arizona,  Tucson,  Arizona. 

CONTACT: 

Anthony  F.  Vuturo,  M.D. 

College  of  Medicine,  University  of  Arizona 
Tucson,  Arizona 

Approved  for  30  elective  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 
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When  one  out  of  20  employees  in  America— 
including  executives— has  alcoholism,  it’s  time 
for  some  plain  talk  about  alcoholism.  The 
alcoholic’s  family,  friends  and  employer  may 
mean  well,  but  the  silent  treatment  is  no  way 
to  treat  a disease.  And  alcoholism  is  a disease 
from  which  recovery  is  possible,  rather  than  a 
moral  weakness  for  which  the  alcoholic  should 
be  pitied— or  fired.  It’s  a disease  which  ranks 
with  heart  disease,  cancer  and  severe  mental 
disorders  as  a public  health  menace. 

The  National  Council  on  Alcoholism  has 
pioneered  in  setting  up  joint  union-manage- 
ment alcoholism  programs.  In  these  programs, 
industry  is  achieving  recovery  rates  averaging 
60  to  70  percent.  Management  profits  by  re- 


taining its  experienced  employees  and  regain- 
ing lost  productivity— estimated  at  six  billion 
dollars.  Unions  profit  by  increasing  health  and 
welfare  protection  for  members  and  keeping 
them  in  the  active  work  force. 

If  you  think  alcoholism  is  affecting  your 
business,  talk  it  over  with  the  Director  of 
Labor  Management  Services,  National  Coun- 
cil on  Alcoholism,  2 Park  Avenue,  New  York, 
N.Y.  10016. 

National 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  Increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria,  hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis* 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA.  8356  -9 


signs  include  scattering  (A),  “moulage  sign”  or  claylike 
clumps  (B),  destruction  of  the  terminal  ileal  mucosa  (C), 
and  fistulation  adjoining  the  terminal  ileum  (D).  There  is 
no  thickening  of  the  bowel  mucosa  or  fistulation  in 
malabsorption  syndrome. 


In  G.I.  disorders 

when  nutritional  supplementation 
is  indicated 

Berocca  tablets 
is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 


& 


No  odor.  • 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Information,  a sum- 
mary of  which  follows: 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  . 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 50mcg 

Folic  acid  0.5  mg 

Ascorbic  acid “ 500  mg 

Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  per- 
nicious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B!2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical 
need. 

Available:  In  bottles  of  100. 


/ \ ROCHE  LABORATORIES 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 
\ / Nutlev.  New  Jersev  07110 


SOMETHING 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 


Do  it  today! 


TRAVELERS  Insurance  Compa 

HARTFORD.  CONNECTICUT 
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What  it  means  # 
to  live  and  work  ir 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28 .5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I I Persons  without  solar  keratoses  HI  Persons  with  solar  keratoses 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
)r  slightly  elevated,  brownish  or  reddish  in 
:olor,  papular,  dry,  adherent,  rough,  sharply 
jlefined;  usually  multiple  lesions,  chiefly  on 
Exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

irythema  in  areas  of  lesions  may  begin  after 
ieveral  days  of  therapy;  height  of  reaction 
only  in  affected  areas)*  usually  occurs  within 
wo  weeks,  declining  after  discontinuation  of 
herapy.  Since  this  response  is  so  predictable, 
esions  that  do  not  respond  should  be  biopsied 

0 rule  out  the  presence  of  a frank  neoplasm. 

1 * * o' 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inch 
lence  of  scarring  is  low— important  with  multi- 
>le  facial  lesions.  Efudex  should  be  applied 
vith  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

)nly  Roche  formulates  the  5 % cream . . . 
ligh  in  patient  acceptability . . . high  in  clinical 
fficacy,  especially  for  lesions  of  hands  and 
orearms. . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex9 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  Syphilis.  ©1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask; 
delay  the  symptoms  of  incubating  syphilis.  Patients  should 
carefully  examined  and  monthly  serological  follow-up  fo? 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphil 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  v 
atopic  individuals.  Clinical  effectiveness  should  be  monitorec 
detect  evidence  of  development  of  resistance  of  N.gonorrho( 

Adverse  reactions:  The  following  reactions  were  obser 
during  the  single-dose  clinical  trials:  soreness  at  the  injection 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  norjj 
human  volunteers,  the  following  were  noted:  a decrease  in  he ) 


ItODKin 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-  ' ^ 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M  I C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

,1:Data  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
: follow-up  period  might  have  been  less  than  the  periods  cited  above  under  “criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  JA72 


globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Male- single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Female — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacteri o- 


safic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation , and  malodor  follows 
soon  after. 


If  that  was  all  Sporostacin 
did,  she'd  still  be  happy. 
But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases , often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  for  a period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostacin  cream 

(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN.  NEW  JERSEY  08869 


©OPC  1971 


(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  t'o  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
m relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  comploints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg,  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  1.3325  c z e 7 g t 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -Merrell  Inc. 

Cincinnati,  Ohio  45215 


(^Merrell^) 


Painful 
night  leg 
cramps... 


unwdcome  bedfellow 
faany  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ 


□ 


□ 


Prevents  painful  night 
leg  cramps 

Permits  restful  sleep 

Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


N MERR 

Merrell  ) Divisi 

S Cinci 

Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  196  ma.) 


Prescribing  Information — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  rag.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  t-ssosooso) 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

ncinnati,  Ohio  45215  Trademark:  Quinamm 


Specific  therapy  for  night  leg  cramps. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(' Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi , phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


Something  new 

■ ■ ■ 1 1 ■ 
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Each  capsule  contains  potassium  hetacillin  equivalent  tc 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Compan 
Syracuse,  New  York  13201 


L dvertisement 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “ The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Should  nongovernment 
scientists  and  physicians 
play  a role  in  drug 
regulation? 
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Results  of  a questionnaire  to 
7000  physicians: 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations, 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  what 
the  medical  community 
and  federal  regulators  do 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti- 
coagulant drugs  several 
years  ago.  This  FDA  action 
was  given  publicity  by  the’ 
press  and  television  that 
went  far  beyond  its  prob- 
able importance.  The  result 
was  a very  uncomfortable; 
situation  for  the  practi- 
tioner who  had  patients! 
taking  these  medications. i 
Since  the  practitioner  and! 
pharmacist  had  not  been, 
informed  of  the  action  byt 
the  time  it  was  publicized, 
in  most  states  they  were 
deluged  with  calls  from 
worried  patients. 

The  practitioner  can  at- 
tempt to  solve  these  prob-) 
lems  of  inadequate  commu- 
nication  in  several  ways.! 
One  would  be  the  creation 
of  a communications  line 
in  state  pharmacy  societies.; 
When  drug  regulation  news 
is  to  be  announced,  the  so- 
ciety could  immediately^ 
distribute  a message  to  ev- 
ery pharmacist  in  the  state. : 
The  pharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  physician 
could  be  prepared  to  an- 
swer inquiries  from  pa-; 
tients.  Another  approach 
would  be  to  use  profes- 
sional publications  the 
practitioner  receives. 

All  of  this  leads  back  to 
my  opening  contention:  if 
drug  regulation  is  to  be  ef- 
fective, timely,  and  related 
to  the  realities  of  clinical 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 


dvertisement 


One  of  a series 


Henry  W.  Gadsden, 
iairman&  Chief  Executive 
Officer,  Merck  & Co.,  Inc. 


In  my  opinion,  it  is  the 
Isponsibility  of  all  physi- 
ans  and  medical  scientists 
take  whatever  steps  they 
i ink  are  desirable  in  a law- 
id  regulation-making 
•ocess  that  can  have  far- 
caching  impact  on  the 
[■actice  of  medicine.  Yet 
any  events  in  the  recent 
list  indicate  that  this  is 
)t  happening.  For  exam- 
e,  it  is  apparent  from 
l ug  efficacy  studies  that 
e NAS/NRC  panels  gave 
tie  consideration  to  the 
'idence  that  could  have 
pen  provided  by  practic- 
g physicians. 

There  are  several  current 
welopments  that  should 
lcrease  the  concern  of 
•acticing  physicians  about 
ug  regulatory  affairs.  One 
the  proliferation  of  mal- 
•actice  claims  and  litiga- 
an.  Another  is  the  effort 
7 government  to  establish 
ie  relative  efficacy  of 
ugs.  This  implies  that  if 
physician  prescribes  a 
ug  other  than  the  “estab- 
;hed”  drug  of  choice,  he 
ay  be  accused  of  practic- 
g something  less  than 
rst-class  medicine.  It 
ould  come  perilously 
!ose  to  federal  direction  of 
aw  medicine  should  be 
acticed. 

In  order  to  minimize  this 
nd  of  arbitrary  federal 
etion,  a way  must  be 
und  to  give  practitioners 
>th  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient- physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why  ? It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are  espe- 
cially vulnerable  when 
their  manly  assertive  in- 
dependence is  threatened.2 


Hypersecretion — an  atavistic  response. 

One  investigator,  who  has  studied  the  per- 
sonalities of  duodenal  ulcer  patients,  wonders 
if  masculine  competitiveness  is  related  to 
man’s  atavistic  urge  to  devour  his  adversary. 
It  is  striking,  he  reports,  that  an  accentua- 
tion of  gastric  acid  secretion  and  motility  can 
be  induced  in  patients  with  ulcers  by  discus- 
sions that  stimulate  feelings  of  inadequacy, 
frustration  and  resentment.2 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve  a 
purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
He  concludes  that  it  may  be  more  than  coin- 
cidence that  peptic  ulcer  patients  appear  to 
be  a lean,  hungry,  competitive  group.3 


Big  boys  don’t  cry.  If  more  men  cried 
maybe  fewer  would  wind  up  with  duodena 
ulcers.  But  men  will  be  men— the  sum  total  o 

their  genes  and  what  the; 
are  taught.  According  t 
another  clinician,  when 
mother  admonishes  her  so 
who  has  hurt  himself  tha 
big  boys  don’t  cry,  she  i 
teaching  him  stoicism 
Crying  is  the  negation  o 
everything  society  think 
of  as  manly.  A boy  start 
defending  his  manhood  a 
an  early  ag< 


Take  away  stress 
you  can  take  away  symptoms 

There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulcer.  On 
prominent  physician  has  observed  that  man 
a man  with  an  ulcer  loses  his  symptoms  th 
day  he  shuts  up  the  office  and  starts  out  on 
vacation.  The  problem  is,  the  type  of  ma 
likely  to  have  an  ulcer  is  the  type  least  likel 
to  take  long  vacations  or  take  it  easy  at  wort 


The  rest  cure  vs.  the  two-way  action  o 
Librax®.  For  most  patients,  the  rest  cure  i 
as  unrealistic  as  it  is  desirable.  Still,  th 
excessive  anxiety  must  be  dealt  with.  An 
here  is  where  the  dual  action  of  adjunctiv 
Librax  can  help.  Librax  is  the  only  drug  tha 


References:  1.  Silen,  W:  “Peptic  Ulcer,”  in  Wintrobe.M. 3Vi 
et  al.  (eds.):  Harrison’s  Principles  of  Internal  Medicine,  e 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  144 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaed 
W.  W. : Psychophysiologic  Approach  in  Medical  Practic 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  16 
5.  Alvarez,  W.  C. : The  Neuroses,  Philadelphia,  Pa.,  W.  1 
Saunders  Company,  1951,  p.  384. 


combines  the  anti- 
anxiety action  of 
Librium®  (chlordiaz- 
cpoxide  HC1)  with  the 
dependable  anti- 
secretory/  anti- 
spasmodic 
action  of  Quarzan®  (clidinium  Br). 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states 
associated  with  organic  or  functional  gastro- 
intestinal disorders;  and  as  adjunctive 
therapy  in  the  management  of  peptic  ulcer, 
gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcer- 
ative colitis. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  follow- 
ing discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  helps  reduce 
excessive  anxiety  and  thus  helps  protect  the 
vulnerable  patient  from  this  type  of  overre- 
action to  stress.  At  the  same  time,  the  action 
of  Quarzan  helps  quiet  the  hyperactive  gut, 
iecreasinghypermotilityandhypersecretion. 

An  inner  healing  environment  with  1 
»r  2 capsules,  3 or  4 times  daily.  Of  course, 
diere’s  more  to  the  treatment  of  duodenal 
alcer  than  a prescription  for  Librax.  The  pa- 
dent— with  your  guidance— will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
nent  is  to  succeed.  During  this  adjustment 
oeriod,  1 or  2 capsules  of  Librax  3 or  4 times 
iaily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both  psy- 
chic and  gastric— that  can  precipitate  and 
exacerbate  the  symptoms  of  duodenal  ulcer. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionalfy  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


in  the  treatment  of 
duodena]  ulcer 
■w-  «i  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient- 


v broad  antibacterial  activity  against 
susceptible  skin  invaders 
% low  allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains-.  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Aanishing  Cream  Base 

Neosporin-G  &ea 

(polymyxin  B-neomycin-gramicidin) : 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  (If 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  / 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  Pf 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients-,  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  » 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Ap 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  m 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic 


neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum- 
perforated.  These  products  are  contraindicated  in  those  individuals  wh; 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services- 
Dept.  PML. 


1 ways  to  provide  a month's 
therapeutic  supply  of  Vitamin  C: 

180  lemons  or  30  Allbee  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  B6  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon ! This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

/Wj^OBlNS 


30  Capsules 

Allb66withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


A H' 


DOBINS 


LEMON  TREE  SO  VERY  PRETTY 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUT  ONE  HUNDRED  EIGHTY  LEMONS. 


IS  IMPOSSIBLE  TO  EAT. 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


"the  ^Donnatal  ^Effect” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonful  of  elixir  (23%  alcohol  1 No.  2 Extenta 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital 

(>/4  gr.)  16.2 

mg. 

(Vi  gr.)  32.4 

mg. 

( 3A  gr. ) 48.6 

mg. 

(warning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 
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JrLIQUID/TABLETS  ^ 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

(Stuart  I 

V „ / PHARMACEUTICALS  Pasadena,  Calif.  91109 

Division  of  Alias  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Mylanta 

24  million  Kou 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


manages 
bacterial  ones. 
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Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
' to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 


It's  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 


As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol)^ Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 


Please  see  following  page  for 
further  prescribing  information. 


V * ® 150  mg  capsules 

Cleocin  hci 


clindamycin  HCI  hydrate,  Upjohn 


sip 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2 %}  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

CleociriHci 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available  , 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 


Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  |3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules- Bottles  of  16's  and  100's.  75  mg  Capsules- 
Bottles  of  16  s and  100's.  Sensitivity  Disks- 2 |ig.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upiohn  representative  or 
consult  package  insert.  MED  8-4-S  (LNU-3)  JA71-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


cHabla  esranol 1 


If  not,  the  new  Rocom 
Health  History  Questionnaire 
asks  questions  in  Spanish... 


] . (',Le  molcstan  coyunturas  o musculos  ri'gidos  o dolorosos? 

2.  i,Sc  le  hinchan  las  coyunturas? 

3.  <;Le  molestan  dolorcs  en  la  espalda  u hombros? 

4.  ^,Le  duelen  los  pies  con  frccucncia? 

5.  cEsta  dcsabilitado  en  alguna  manera? 


1.  Si  if* 

2.  Si 

3.  Si  X. 

4.  Si 

5.  Si 


6.  ^Tiene  algun  problema  con  su  piel? 6.  Si 

7.  ,;Le  pica  o qucma  la  piel?  7-  Si 

8.  ^Sangra  por  largo  tiempo  cuando  se  hace  una  pequena  cortadura?  ....  8.  Si. — 

9.  ^Se  lastima  facilmente  formando  un  cardenal  o morete? 9.  Si 


10.  ^Se  ha  desmayado  o se  ha  sentido  como  que  se  va  a desmayar? 

11.  (.Tiene  alguna  parte  del  cuerpo  siempre  adormecida? 

12.  ^Ha  tenido  alguna  vez  convulciones? 

13.  ^Le  ha  cambiado  ultimamente  su  letra  al  cscribir? 

14.  ^Tiene  tendencia  a temblar  o menearse  mucho? 


10.  Si 

11.  SiX. 

12.  Si 

13.  Si 

14.  Si 


15.  <,Se  pone  nervioso  en  presencia  de  personas  extranas?  . . . 

16.  ySe  le  hace  dificil  tomar  decisiones? 

17.  iSe  le  hace  dificil  concentrar  o recordar? 

18.  i-Se  siente  solo  o deprimido? 

19.  ^Llora  a menudo? 

20.  ^Diria  usted  que  tiene  una  perspectiva  irremediable? 

21.  ^Tiene  dificultad  en  relajar  o reposar? 

22.  ^Tiende  a preocuparse  demasiado? 

23.  ^Le  molestan  o asustan  algunos  suefios  o pensamientos?  . 

24.  ^Tiende  a ser  timido  o sensitivo? 

25.  i Se  molesta  mucho  cuando  lo  critican? 

26.  ^Pierde  el  genio  con  frecuencia? 

27.  ^Cosas  pequenas  lo  hacen  molestar? 

28.  (,Le  molesta  cualquier  trabajo  o problemas  familiares?  . . 

29.  ^.Tiene  algun  problema  con  su  vida  sexual? 

30.  <,Ha  considerado  alguna  vez  suicidarse? 

31.  ,;Ha  deseado  alguna  vez,  o buscado,  ayuda  psiquiatrica? 

Copyright  © 1971  Patient  Care  Systems,  Inc.  All  rights  reserved. 


15. 

16. 

17. 

18. 

19. 

20. 
21. 
22. 
23. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 


Si  _X_  No 

Si  X No 

Si  X No 

Si No  X_ 

Si No  X 

Si No  X 

Si  X_  No 

Si  X No 

Si No  X 

Si No  X_ 

Si  X No 

Si  X No 

Si  X No 

Si No  X_ 

Si No  X 

Si No  X_ 

Si 


provides 
answers  in 
English 


13.  MUSCULOSKELETAL 
X aching  muscles  or  joints 
swollen  joints 

X back  or  shoulder  pains 

painful  feet 

handicapped 

14.  SKIN 

skin  problems 

itching  or  burning  skin 

bleeds  easily 

bruises  easily 

15.  NEUROLOGICAL 
__  faintness 

X numbness 

convulsions 

change  in  handwriting 

trembles 

16.  MOOD 

X nervous  with  strangers 
X difficulty  making  decisions 
X lack  of  concentration  or  memory 

lonely  or  depressed 

cries  often 

hopeless  outlook 

X difficulty  relaxing 
X worries  a lot 

frightening  dreams  or  thoughts 

shy  or  sensitive 

X dislikes  criticism 
X Joses  temper 
X annoyed  by  little  things 

work  or  family  problems 

sexual  difficulties 

considered  suicide 

X desired  psychiatric  help 


When  your  patient  speaks  little  English  and  your  Spanish  is 
limited  or  nonexistent,  you  need  the  new  Rocom  Health  History 
Questionnaire  (Spanish).* 

The  uniqueness  of  this  new  Rocom  system  lies  in  the  fact 
that  the  questions  are  asked  in  Spanish,  but  you  read  the  answers 
in  English.  The  form  itself  does  the  “translating.  ’’ 

You  have  to  see  it  yourself  to  appreciate  the  ease  and 
completeness  of  this  new  history-taking  technique,  which  includes 
1 29  questions  covering  all  body  systems. 

*Created  and  developed  by  Patient  Care  Systems,  Inc. 


For  information  about  the  new  Rocom  Health 
History  Questionnaire  (Spanish)  and  other 
components  in  the  Rocom  Medical  Management 
System,  please  fill  out  the  coupon  and  send  it 
to  us. 

Name 


Specialty 

Address 


City State Zip 

MMS • 1H 


/ nnrnr\  T~?  \ yf™  Division  of  Hoffmann -La  Roche  Inc. 

\nULrit:/  l\V_y  Box  169,  Fairview,  New  Jersey  07022 


...in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL 


INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED 

antispasmodic/ sedative/ antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


lb  get  the  water  out 
in  edema* 


lb  lower  blood  pressure 

in  hypertension 


lb  spare  potassium 
in  both 


There’s 


Trademark 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

•Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome,  late 
pregnancy;  also  steroid-induced  and  idiopathic  edema,  and 
edema  resistant  to  other  diuretic  therapy.  'Dyazide'  is  also 
indicated  in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated  po- 
tassium salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy,  partic- 
ularly in  patients  with  suspected  or  confirmed  renal  insuf- 
ficiency (e.g.,  certain  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  anemia 


have  been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  deter- 
minations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  antihy- 
pertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey —“The  Build 
and  Blood  Pressure  Study" x— 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  “Effects  of  Treatment  on 
Morbidity  in  Hypertension"1 2  and 
the  “Framingham  Study"3—  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  The  Build  and  Blood  Pressure  Study,  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  213: 1143-1152,  Aug.  17, 1970. 

3.  Kannel,  William  B.,  et  ui:  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
JAMA  211:301-310,  Oct.  12, 1970. 

4.  Kirkendall,  Walter  M.:  "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  '"What's 
With  Hypertension  These 
Days?"4  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 
Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURIL.  For  the  adultpatient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURIL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 


MSD 


25-  and  50-mg  tablets 

HytkOURIL* 

( Hydrochlorothiazide!  MSD) 
Therapy  to  Start  With 


For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydroDIURIL* 

(Hydrochlorothiazide|  MSD) 
Therapy  to  Start  With 


Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
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pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
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lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
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myocardial  activity.  Hypokalemia  may  be  avoided  or 
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with  a high  potassium  content.  Similarly,  any  chloride 
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rarine.  The  antihypertensive  effect  of  the  drug  may  be 
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responsiveness  to  norepinephrine  is  decreased,  neces- 
sitating care  in  surgical  patients.  Discontinue  drug  48 
hours  before  elective  surgery.  Orthostatic  hypotension 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with 
hypercalcemia  and  hypophosphatemia  have  been  seen 
in  a few  patients  on  prolonged  thiazide  therapy.  The 
effect  of  discontinuing  thiazide  therapy  on  serum  cal- 
cium and  phosphorus  levels  may  be  helpful  in  assess- 
ing the  need  for  parathyroid  surgery  in  such  patients. 
Parathyroidectomy  has  elicited  subjective  clinical  im- 
provement in  most  patients,  but  has  no  effect  on 
hypertension.  Thiazide  therapy  may  be  resumed  after 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients; 
gout  may  be  precipitated.  May  affect  insulin  require- 
ments in  diabetics;  may  induce  hyperglycemia  and 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  cholestasis,  and  pericholangiolitic  hepatitis. 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares- 
thesias, transient  blurred  vision,  sialadenitis,  purpura, 
rash,  urticaria,  photosensitivity,  or  other  hypersensi- 
tivity reactions  may  occur.  Cutaneous  vasculitis  pre- 
cipitated by  thiazide  diuretics  has  been  reported  in 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linked 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm- 
bocytopenia, and  neonatal  jaundice.  When  adverse 
reactions  are  moderate  or  severe,  the  dosage  of 
thiazides  should  be  reduced  or  therapy  withdrawn. 

For  more  detailed  information,  consult  your  MSD  MSD 
Representative  or  see  the  Direction  Circular.  Merck  MERCK 
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CASE  REPORT  OF  PATIENT  WITH  PROGRESSIVE  VACCINIA  IN  THE  PRESENCE 
OF  DOCUMENTED  DEPRESSION  OF  BOTH  CELLULAR  & HUMORAL  IMMUNITY 


GERALD  D.  POND,  M.D. 
MEDICAL  INTERN 


INTRODUCTION 

Each  year  in  the  United  States,  many  thousands 
of  smallpox  vaccinations  are  performed.  Of  that 
group,  perhaps  as  many  as  3%  can  expect  to  have 
some  sort  of  complication  secondary  to  the  vac- 
cination. Most  of  these  complications  are  relative- 
ly benign.  However,  some  complications  are  seri- 
ous and  often  fatal. 

Although  rare,  death  due  to  the  innoculation  of 
vaccinia  virus  intradermally  occurs  both  in  chil- 
dren and  adults.  Often,  deaths  due  to  vaccination 
are  associated  with,  and  brought  about  because 
of  an  underlying  defect  of  immunity. 

COMPLICATIONS  OF  SMALLPOX 
VACCINATION 

In  order  to  place  progressive  vaccinia  in  per- 
spective, and  fully  understand  it  as  a complica- 
tion of  smallpox  vaccination,  a brief  review  of 
the  various  complications  possible  is  in  order. 

We  have  known  for  some  time  that  vaccina- 
tion against  smallpox  is  not  a completely  benign 
procedure.  Complications  are  not  common,  but 
occur  frequently  enough  to  make  most  clinicians 
aware  of  at  least  some  of  the  potential  hazards. 

Most  problems  arising  from  vaccination  with 
vaccinia  virus  are  mild,  and  easily  resolved.  Only 
rarely  are  there  serious  sequelae  or  death. 

Accidental  innoculation  of  an  inappropriate 
site  is  the  most  common  problem  accounting  for 
approximately  42%  of  all  complications,32  Table 
#1.  Usual  sites  are  the  anus,  genitalia,  face  or 
eyes.  These  can  usually  be  treated  successfully 
with  hyperimmune  gamma-globulin,  or  one  of 
the  antiviral  agents,  although  most  require  no 
therapy  at  all. 

Another  common  complication,  representing 


TABLE  1 

Complications  of  Smallpox 
Vaccination 


Incidence 


ACCID. 

42% 

SUPERINF. 

21% 

GEN.  VACC. 

19% 

ERYTH.  M. 

13% 

ECZ.  VACC. 

3% 

POST-V.  ENCEPH. 

1% 

PROG.  VACC. 

1% 

Treatment  Prognosis 

VIG,  IDU,  THIO  Benign 
ANTIOBIOTICS  Benign 
VIG  Benign 

SYMPTOMATIC  Benign 
VIG.  30%  Mort 

SUPPORTIVE  70%  Mort 

VIG,  THIO  90%  Mort 


University  of  Arizona  College  of  Medicine,  Arizona  Medical 
Center  and  U.  S.  Veterans  Administration  Hospitals,  Tucson, 
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about  21%,  is  superinfection  of  the  primary  site 
.by  bacterial  organisms.32  Treatment  is  the  same 
as  for  any  skin  infection. 

A somewhat  less  common  complication  is  gen- 
eralized vaccinia,  accounting  for  19%  of  compli- 
cations.32 Although  quite  spectacular  in  appear- 
ance, it  is  almost  always  benign. 

Generalized  vaccinia  is  characterized  by  de- 
velopment of  multiple  vaccinations  over  the  en- 
tire body,  presumably  because  of  viremic  spread 
occurring  a few  weeks  after  the  initial  vaccina- 
tion is  made.17' 18  Sometimes,  several  crops  of  new 
lesions  may  continue  to  appear  for  some  time, 
as  long  as  a year.18  However,  the  crops  following 
the  initial  vaccination  often  show  an  accelerated 
resolution  compared  to  the  primary.2 

Apparently,  it  is  caused  by  a transient  viremia, 
secondary  to  a delay  of  the  host’s  immune  re- 
sponse, but  not  absence  of  immunity.  The  result 
is  a crop  of  lesions  over  the  entire  body,  all  of 
which  resemble  a primary  vaccination.  This 
secondary  crop  of  lesions  may  follow  the  initial 
vaccination  by  2-3  weeks.  Despite  its  appear- 
ance, the  host  almost  always  prevails,  and  death 
is  distinctly  uncommon.17  Resolution  can  be 
speeded  by  use  of  vaccinia  hyperimmune  globu- 
lin.17’ 18 

Another  benign  complication,  sometimes  con- 
fused with  generalized  vaccinia,  is  erythema  mul- 
tiforme. Usually,  the  rash  is  macular,  intensely 
erythematous,  and  pruritic,  but  occasionally  may 
be  vesicular,  simulating  multiple  primary  sites, 
as  in  generalized  vaccinia.  Virus  cannot,  how- 
ever, be  isolated  from  the  vesicles.  This  compli- 
cation may  be  differentiated  from  generalized 
vaccinia  by  its  earlier  appearance  after  primary 
vaccination,  and  by  the  absence  of  virus  in  the 
vesicles.  Erythema  multiforme  represents  about 
13%  of  all  complication.32 

The  most  dangerous  and  often  fatal  compli- 
cations of  vaccination  include  eczema  vaccina- 
tum, post  vaccinal  encephalitis,  and  progressive 
vaccinia,  (also  known  as  vaccinia  gangrenosa 
and  vaccina  necrosum). 

Enzema  vaccinatum  most  commonly  occurs 
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in  patients  with  a pre-existing  dermatologic  dis- 
order. Most  physicians  are  aware  of  this  con- 
traindication to  vaccination,  but  none-the-less, 
an  occasional  patient  receives  a primary  vaccina- 
tion. 

The  usual  cause,  however,  is  intimate  contact 
with  a recent  vaccinee.  In  infants  untreated  for 
eczema  vaccinatum,  mortality  may  be  as  high 
as  30%.  Two  factors  seem  to  be  responsible  for 
allowing  this  serious  complication  to  occur.  First, 
the  portal  of  entry  for  the  virus,  the  skin,  is  al- 
ready injured  and  allows  ready  access  to  multiple 
sites.  As  a consequence,  the  size  of  the  virus  in- 
noculum  is  greatly  increased  and  seems  to  over- 
whelm the  expected  immune  response.  There  is 
some  evidence  to  support  this,  as  neutralizing 
antibodies  may  fail  to  develop  in  enzema  vac- 
cinatum.17 VIG  is  therefore  useful  in  improv- 
ing survival  in  this  disease.  It  accounts  for  about 
3%  of  complications.32 

Post-vaccinal  encephalitis  is  another  serious 
complication.  It  occurs  in  about  one  of  every 
100,000  primary  vaccinees  in  the  U.  S.  How- 
ever, at  least  one  study  reports  an  incidence  as 
high  as  one  in  every  3,000  vaccinees.44  Probably, 
the  incidence  in  the  general  population  is  less 
than  1%  of  all  complications.  The  clinical  pic- 
ture is  similar  to  that  of  any  other  meningoen- 
cephalitis. Mortality  estimates  for  adults  are  ap- 
proximately 30%  or  more.  In  infants,  mortality 
may  be  as  high  as  70%.  Therapy  is  supportive. 
VIG  has  little  effect  on  the  clinical  course.17 

Finally,  the  last  major  complication,  and  main 
concern  of  this  paper,  is  progressive  vaccinia.  It 
represents  less  than  1%  of  all  complications. 
Sometimes  the  term  “generalized  vaccinia”  is 
confused  with  “progressive  vaccinia.”  We  shall 
see,  however,  that  there  is  a significant  differ- 
ence. Of  all  complications,  progressive  vaccinia 
is  probably  the  rarest,  and  certainly  the  most 
lethal.  It’s  appearance  is  insidious,  its  course  ruth- 
lessly progressive,  and  until  the  introduction  of 
VIG  and  other  anti-vaccinial  agents,  uniformly 
fatal.31  Fulginiti18  described  progressive  vaccinia 
as  follows: 

. . . failure  of  the  primary  vaccination  site  to 
heal  due  to  continued  virus  replication  with 
progressive  infection  of  the  surrounding  nor- 
mal skin.  Secondary  lesions,  frequently  termed 
satellites,  are  due  to  viremia  and  appear  in  un- 
inoculated parts  of  the  body.  Extensive  infec- 
tion of  practically  every  tissue  and  organ  may 
occur  ultimately.  The  disease  usually  pro- 


gresses slowly,  often  over  several  months.  Gen- 
erally, progressive  vaccinia  may  be  diagnosed 
if  the  primary  vaccination  site  shows  no  evi- 
dence of  involution  by  the  second  or  third 
week.  Conclusive  diagnosis  is  established  by 
demonstrating  vaccinia  virus  in  the  lesion  and 
by  defining  an  immunologic  defect  in  the 
host. 

CASE  REPORT 

L.L.  was  a 65  year  old  white  male  with  a 
20  year  history  of  rheumatoid  arthritis.  He  was 
vaccinated  approximately  three  weeks  prior  to 
admission  by  his  doctor  for  chronic  herpes  sim- 
plex stomatitis.  The  patient  had  never  before 
been  vaccinated.  Approximately  one  week  after 
the  vaccination,  the  patient  noted  transient  hem- 
aturia, local  swelling  and  tenderness  at  the  vac- 
cination site  ( left  deltoid ) , and  some  swelling  of 
the  cervical  nodes  on  the  left.  The  patient  was 
treated  by  his  doctor  with  penicillin,  streptomy- 
cin, and  vitamins  without  effect.  The  patient 
had  been  taking  small  amounts  of  steroids  for 
rheumatoid  arthritis. 

The  patient  was  then  referred  to  Tucson  Med- 
ical Center  where  a diagnosis  of  progressive  vac- 
cinia was  made,  on  the  basis  of  failure  of  the 
primary  site  to  show  healing  after  two  weeks, 
and  the  discovery  of  satellite  lesions  noted  on  the 
face,  trunk,  right  arm  and  several  on  the  lower 
extremity.  The  patient  was  also  found  to  be  in 
acute  renal  failure  and  was  therefore  transferred 
to  Tucson’s  Veterans  Administration  Hospital  for 
hemodialysis. 

Admission:  Physical  examination  revealed  a 
mildly  febrile,  semisomnolet,  65  year  old  male 
with  moderately  severe  deformities  typical  of 
rheumatoid  arthritis.  The  patient  was  oliguric. 
An  eroded,  undermining,  necrotic-appearing  area 
involving  most  of  the  lateral  aspect  of  the  left 
upper  arm  was  noted.  The  margins  were  some- 
what rolled,  and  had  a pearly  grey  appearance. 
The  surrounding  tissues  were  cyanotic,  and  the 
whole  arm  was  edematous.  Lymphadenopathy 
was  noted  in  the  cervical,  axillary  and  inguinal 
areas  bilaterally.  Satellite  pustules  were  found 
on  the  face,  right  arm,  trunk,  and  lower  extremi- 
ties. They  were  similar  in  appearance  to  a pri- 
mary vaccination  site,  at  various  stages  of  ma- 
turity. 

Lab:  Lab  data  revealed  a greatly  elevated 
BUN,  creatnine,  uric  acid,  and  electrolyte  ab- 
normalities compatible  with  acute  renal  failure. 
U/A  revealed  2+  proteinuria,  RBC’s  TNTC. 
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CBC  showed  a hgb.  of  13  and  hct.  of  39%.  WBC 
was  14,  900  with  a left  shift. 

Micro:  Cultures  of  the  lesion  on  the  left  arm 
and  blood  grew  out  Pseudomonas  aeroginosa. 
Viral  cultures  of  both  primary  and  satellite  le- 
sions grew  vaccinia  virus. 

Immunologic:  Quantitative  immunoglobulins 
revealed  an  absolute  decrease  in  IgG,  IgA,  IgD, 
and  IgM,  with  normal  relative  amounts.  Sero- 
logic studies  revealed  that  the  patient  had  no 
detectable  neutralizing,  CF,  or  HAI  antibodies 
to  vaccinia. 

Evidence  of  defective  delayed  hypersensitivity 
was  also  obtained.  The  patient  had  negative  skin 
tests  to  PPD,  Histo,  Cocci,  Trichophyton,  Mon- 
ilia, Mumps,  and  even  killed  vaccinia  virus.  After 
many  whole  blood  transfusions  the  patient’s  vac- 
cinia skin  test  became  positive,  possibly  due  to 
passive  transfer  of  delayed  hypersensitivity.  The 
patient’s  in  vitro  lymphocyte  transformation  to 
vaccinia  and  to  a non-specific  stimulator,  PHA, 
was  also  negative  on  two  occasions.  Normally, 
increased  mitoses  and  blastoid  forms  should  ap- 
pear. Serum  complement  was  normal. 

Hospital  Course:  The  patient  was  immediately 
begun  on  a program  of  hemodialysis,  which  was 
continued  for  several  weeks  until  the  patient 
began  regaining  renal  function. 

A 3-day  course  of  Thiosemicarbazone  by 
mouth  was  given,  with  apparent  arrest  and  re- 
gression of  all  satellite  lesions.  ( Thiosemicarbo- 
zone  is  an  anti-viral  agent  which  can  inhibit  the 
assembly  of  complete  virus  particles  of  vaccinia 
in  vitro  and  has  also  been  shown  to  be  quite 
effective  clinically  in  many  complications  of  vac- 
cinations. ) 3’  6’  7'  9'  12’  22'  24'  25 

Later  in  the  course,  the  patient  also  received 
VIG,  ( vaccinia  hyperimmune  globulin ) . 

The  primary  site,  however,  remained  a prog- 
ressive, necrotizing  lesion,  with  little  pus  forma- 
tion or  inflammation.  No  virus  was  isolated  after 
the  initial  cultures  of  the  arm,  but  pseudomonas 
super-infection  was  striking. 

Therapy  with  Carbenicillin  and  Gentamycin 
was  given,  with  eventual  resolution  of  pseudo- 
monas bacteremia.  The  left  arm,  however,  failed 
to  respond  to  debridement  and  antibiotic  ther- 
apy, and  was  finally  amputated. 

Despite  all  efforts,  the  patient  continued  on 
a downhill,  febrile  course  and  eventually  died 
seven  weeks  after  admission  due  to  acute  hyper- 
ventilation mixed  with  many  signs  of  diffuse 
CNS  disease.  Lumbar  puncture  was  abnormal 


with  increased  pressure  and  protein.  Spinal  fluid 
cell  counts  were  as  high  as  450/cu.mm.,  with 
PMN’s  predominating. 

All  cultures  including  spinal  fluid  were  nega- 
tive except  for  Candida  tropicalis  in  the  urine. 
The  EEG  revealed  diffuse  slowing  of  waves. 
Echoencephalogram  was  midline.  A course  of 
antibiotics  for  a possible  bacterial  or  fungal  men- 
ingitis was  fruitless. 

Autopsy  was  not  allowed  by  the  family. 

Histology:  Lymph  node  biopsies  obtained  pre- 
viously from  the  right  cervical  and  from  the  right 
supraclavicular  areas  revealed  non-specific  re- 
active lymphadenitis,  with  no  evidence  of  a mal- 
ignant process.  Bone  marrows  were  read  as  re- 
active hyperplasia.  These  findings  are  compat- 
able  with  viremia,  chronic  rheumatoid  arthritis, 
graft-versus-host  reaction,  and  many  other  dis- 
orders, and  were  of  little  help  in  diagnosis. 
DISCUSSION  OF  CASE 

The  case  described  was  an  example  of  prog- 
ressive vaccinia,  the  clinical  course  of  which  was 
masked  by  multiple  problems,  including  sepsis 
and  renal  failure.  Also  confusing  the  case  were 
many  signs  and  symptoms  whose  etiologies  were 
never  determined,  such  as  the  waxing  and  wan- 
ing lymphadenopathy,  unremitting  fever,  and 
diffuse  signs  of  central  nervous  system  disease, 
leading  to  the  patient’s  death. 

Since  no  autopsy  could  be  performed,  it  is 
impossible  to  discuss  the  cause  of  death  objec- 
tively. There  are  many  speculative  possibilities, 
but  not  enough  positive  data  was  collected  to 
support  any  given  bias.  Whether  or  not  a greatly 
disseminated  vaccinia  infection  could  produce 
this  complex  clinical  picture  is  unknown. 

The  case  did,  however,  offer  another  oppor- 
tunity to  examine  the  immune  status  of  a patient 
with  progressive  vaccinia.  It  is  to  that  topic  that 
this  paper  is  directed. 

The  criteria  for  making  the  diagnosis  of  prog- 
ressive vaccinia  are  the  presence  of  primary  in- 
noculation  site  which  extends  and  fails  to  heal 
within  2-3  weeks,  presence  of  satellite  lesions, 
isolation  of  the  virus  from  all  lesions,  and  defin- 
ing an  immunologic  defect  in  the  host.  All  these 
criteria  were  filled  in  our  patient.  The  lesions 
were  characteristic,  and  virus  was  isolated  from 
both  primary  and  satellites.  The  patient  failed  to 
show  formation  of  detectable  circulating  anti- 
body to  the  virus,  an  apparent  defect  of  hum- 
oral immunity.  He  also  gave  evidence  of  faulty 
cellular  immunity  in  that  there  was  a poor  in- 
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flammatory  response  to  insult  at  the  various 
lesion  sites,  there  was  failure  to  show  a positive 
skin  test  to  heat-inactivated  virus  several  weeks 
after  the  vaccination,  and  there  was  poor  evi- 
dence of  lymphocyte  transformation  in  response 
to  the  virus  and  to  PHA.  Interferon  was  not  stu- 
died. 

How  these  defects  of  immunity  are  associated 
with  progressive  vaccinia  is  not  fully  understood, 
but  much  suggestive  evidence  has  been  collected. 


TABLE  2 

Criteria  For  Diagnosis  of 
Progressive  Vaccinia 

1)  Failure  of  primary  site  to  heal. 

2)  Appearance  of  satellites 

3)  Isolation  of  vaccinia  virus  from  lesions 

4)  Documentation  of  an  immunologic  defect 


TABLE  3 

Immune  Mechanisms  in  Progressive  Vaccinia 
Humoral  Cellular  Interferon 

Usually  Often  Absent  May  be  decreased 

Decreased 


Some  cases 
Have  Normal 
Antibody 
Titers 


PHA 

Stimulation 

Negative 

Skin  Tests 
Negative 


Decreased 
Leukocyte 
Production  of 
Interferon 


ETIOLOGY  OF  PROGRESSIVE 
VACCINIA 

Basically,  three  immune  factors  are  thought  to 
play  a possible  role  in  progressive  vaccinia.  The 
first  is  humoral  immunity,  or  circulating  anti- 
body. We  are  all  familiar  with  the  “Lock  and 
Key”  analogy  of  antigen-antibody  complexes. 

Also  operative,  and  perhaps  more  important  in 
the  normal  response  to  vaccinia  innoculation,  is 
cellular  immunity,  one  manifestation  of  which 
is  delayed  hypersensitivity,  mediated  by  both 
fixed  and  circulating  cells. 

The  third  factor,  poorly  understood,  is  inter- 
feron. Interferon  is  a polypeptide  substance  ela- 
borated by  cells  when  infected  by  a virus  which 
alters  neighbor  cells  and  makes  them  more  resis- 
tant to  infection  by  the  same  virus. 

In  the  various  studies  of  progressive  vaccinia, 
failure  of  one  or  all  of  these  defenses  have  been 
implicated  as  the  immune  defect  responsible  for 
producing  the  clinical  picture  of  progressive  vac- 
cinia. 

Humoral  Immunity:  One  of  the  most  common- 
ly reported  findings  in  patients  with  progressive 
vaccinia,  children  and  adults  included,  was  near- 
ly absolute  lack  of  detectable  neutralizing  anti- 
bodies to  vaccinia  virus  in  the  serum.5’ 8’ 13, 14, 26' 
2i,  40,  42  Kempe27  reported  23  cases  of  progressive 
vaccinia  in  whom  neutralizing  antibody  was 


measured.  In  all  but  one  case,  no  demonstratable 
antibody  was  found.  There  are  many  other  case 
reports  to  support  this  observation.  Normally,  an 
increased  antibody  titer  should  be  detectable 
about  1-2  weeks  after  vaccination.  This  finding 
led  to  the  first  form  of  therapy  for  patients  with 
progressive  vaccinia.  Originally,  plasma  trans- 
fusions from  patients  with  recent  smallpox  vac- 
cinations were  given,  with  the  hope  that  humoral 
antibodies,  passively  transferred,  might  alter  the 
clinical  course. 

With  the  development  of  VIG  (Vaccinia  hy- 
perimmune globulin),  concentrated  humoral 
antibody  could  be  administered.  The  result  was 
the  survival  of  some  patients  with  progressive 
vaccinia.2  Unfortunately,  not  all  patients  respond- 
ed so  well  to  VIG  therapy.8,  10,  36,  37,  40  Other  fac- 
tors seem  to  be  involved. 

Later,  it  was  found  that  the  presence  of  nor- 
mal titers  of  neutralizing  antibody  did  not  al- 
ways exclude  a patient  from  developing  prog- 
ressive vaccinia.17, 18  There  are  at  least  two  case 
reports  of  progressive  vaccinia  with  normal  cir- 
culating antibody.21, 26 

On  the  other  hand,  most  patients  with  known 
defects  of  humoral  immunity,  such  as  children 
with  hypogammaglobulinemia,  usually  have  nor- 
mal responses  to  vaccination.13, 14, 15, 19’ 36  This 
probably  occurs  because  these  children  ordinar- 
ily have  normal  delayed  hypersensitivity.38, 39 

Certainly,  humoral  factor  sseem  to  play  a role 
in  progressive  vaccinia,  but  another  sort  of  im- 
mune defect  is  also  involved. 

The  second  defect  found  in  persons  with  prog- 
ressive vaccinia  was  abnormal  cellular  immunity, 
one  manifestation  of  which  is  delayed  hyper- 
sensitivity. 

This  was  first  noticed  because  in  the  typical 
pathological  findings  of  progressive  vaccinia,  the 
progressing  edge  of  the  infection  site  is  charac- 
terized by  a distinct  lack  or  diminution  of  inflam- 
matory reaction  to  viral  insult.11, 17’ 28 

Other  evidence  of  defective  cellular  immunity 
in  progressive  vaccinia  was  the  development  in 
some  patients  of  graft-versus-host  reactions  sec- 
ondary to  whole  blood  transfusions,  further  evi- 
dence that  the  host’s  cellular  immunity  had  fail- 
ed or  had  never  developed. 

Children  with  thymic  alymphoplasia  seem  to 
be  predisposed  to  progressive  vaccinia  without 
the  normal  lymphocyte  population  necessary  for 
either  cellular  immunity  or  humoral  immunity;17 
whereas  in  children  with  hypogammaglobulin- 
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emia,  who  lack  only  humoral  immunity,  but  have 
normal  delayed  hypersensitivity,  the  incidence 
of  progressive  vaccinia  is  about  that  of  the  nor- 
mal population.17 

Other  evidence  of  failure  of  delayed  hyper- 
sensitivity as  the  underlying  defect  in  progressive 
vaccinia  was  provided  by  skin  testing  with  the 
antigen  involved,  heat-inactivated  virus.  More 
often  than  not,  patients  with  progressive  vaccinia 
had  no  local  response  to  intradermal  vaccinia 
antigen. 

However,  when  leukocytes  from  recently  vac- 
cinated donors  were  transfused  to  patients  with 
progressive  vaccinia,  some  patients  very  prompt- 
ly developed  significant  inflammation  and  local 
response.  Some  cases  improved,  and  at  least  one21 
healed  completely.  This  represents  a passive 
transfer  of  delayed  hypersensitivity.  The  same 
effect  may  be  seen  on  a vaccinia  antigen  skin 
test,  as  was  the  case  with  our  patients. 

An  in  vitro  test  of  delayed  hypersensitivity,  the 
ability  of  lymphocytes  to  undergo  transformation 
in  the  presence  of  a challenge  antigen,  or  a non- 
specific challenge  substance  such  as  PHA,  was 
also  found  to  be  negative  or  decreased  in  some 
patients  with  progressive  vaccinia,  including  our 
own.42  This  is  yet  one  more  bit  of  evidence  sug- 
gesting abnormal  cellular  immunity  in  patients 
with  progressive  vaccinia.  Each  of  these  findings 
was  present  in  our  case. 

Several  authors  have  commented  on  the  pos- 
sible role  of  interferon  in  progressive  vaccinia. 
Isaacs71  found  that  interferon,  locally  injected 
into  the  skin  of  rabbits  or  moneys,  provides  a 
protective  effect  from  vaccinia  innoculation.  This 
finding  is  confirmed  by  Andrews.1 

Worthington43  demonstrated  that  in  mice  im- 
munosuppressed  with  cytoxan,  stimulation  of  in- 
terferon with  an  interferon  inducer  substance  af- 
forded greater  resistance  to  vaccinia  lesions  than 
in  comparable  mice  which  did  not  receive  the 
interferon  inducer. 

Other  authors42, 21  provided  some  evidence  of  a 
possible  defect  in  interferon  production  in  cases 
of  progressive  vaccinia.  Leukocyte  interferon 
production  was  found  to  be  less  than  normal. 
Several  authors  have  found  that  in  patients  with 
the  various  myeloproliferative  disorders,  who  are 
known  to  be  more  prone  to  progressive  vaccinia, 
interferon  production  is  reduced.11 

Connolly8  however,  noted  no  effect  from  intra- 
cutaneous  interferon  on  the  clinical  course  of  one 
patient  with  progressive  vaccinia. 


Certainly,  no  definite  statements  about  inter- 
feron’s role  in  the  etiology  of  progressive  vaccinia 
can  be  made.  Not  enough  data  has  been  collect- 
ed. However,  it  is  safe  to  say  that  there  exists 
suggestive  evidence  of  interferon’s  role  in  the 
normal  response  to  vaccinia  innoculation,  and 
perhaps  also  in  progressive  vaccinia. 

Whether  or  not  a defect  of  humoral  immunity, 
cellular  immunity,  or  interferon,  or  a combina- 
tion of  these  immune  factors,  is  the  defect  which 
permits  development  of  progressive  vaccinia  is 
still  not  completely  clear.  It  should,  however,  be 
evident  that  probably  all  cases  of  this  disease 
are  associated  with  a lack  of  immunocompetence. 

How  does  immune  failure  occur?  The  answer 
to  this  question  is  considerably  more  difficult, 
but  may  be  answered  in  part  by  examining  those 
who  seem  to  be  most  susceptible  to  progressive 
vaccinia. 

SUSCEPTIBILITY  TO  PROGRESSIVE 
VACCINIA 

There  are  several  groups  of  individuals  who 
seem  to  be  predisposed  to  developing  progres- 
sive vaccinia.  They  are  usually  people  who  either 
congenitally  lack,  or  who  acquire  some  deficit  of 
one  or  more  forms  of  immunity. 

The  persons  most  likely  to  develop  progressive 
vaccinia  are  those  who  lack  more  than  one  im- 
mune response.  For  example,  children  with  thy- 
mis  alymphoplasia  usually  have  poor  antibody 
response  to  vaccinia  in  addition  to  depletion  of 
lack  of  immuno  competent  cells  in  the  R-E  sys- 
tem. 

Infants  of  less  than  a year,  perhaps  because 
of  immaturity  of  their  immunity  are  also  more 
prone  to  smallpox  complications.  Infants  from 
2-10  months  have  relative  hypogammaglobulin- 
emia. 

Another  group  highly  prone  to  development 
of  progressive  vaccinia  are  those  with  a systemic 
illness  which  may  in  some  fashion  alter  im- 
munity. This  represents  an  acquired  immune 
defect.  Cases  have  been  reported  most  often  in 
persons  with  chronic  lymphocytic  leukemia  and 
lymphomas,  but  other  systemic  diseases  as  schler- 
oderma,  acute  myelocytic  leukemia,  and  others 
have  been  reported.10, 13, 33  It  is  often  possible  to 
demonstrate  lack  of  delayed  hypersensitivity  in 
these  persons.  Some  lack  both  humoral  and  cel- 
lular immunity.  Apparently,  these  diseases  may 
alter  the  host’s  immunocompetence. 

Acquired  defects  of  immunity  leading  to  prog- 
ressive vaccinia  also  occur  iatrogenically.  Patients 
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treated  with  drugs  known  to  affect  immunity, 
such  as  steroids  or  antimetabolities,  may  develop 
the  disease.  Two  such  cases  are  reported.29’ 33 

CONCLUSION 

The  patient  just  discussed  is  one  of  about  100 
known  cases  of  progressive  vaccinia. 

The  diagnosis  was  made  on  the  basis  of  the 
patient’s  clinical  picture,  isolation  of  the  virus 
from  his  various  lesions,  and  by  demonstration 
of  defective  immunity. 

The  patient  had  abnormal  humoral  immunity, 
because  he  failed  to  show  a rise  in  titer  of  cir- 
culating antibody  to  vaccinia  virus. 

He  also  had  abnormal  cellular  immunity  docu- 
mented by  poor  inflammatory  response  to  the 
virus  at  the  primary  and  secondary  lesions,  by 
negative  skin  tests  to  vaccinia  antigen,  and  by 
failure  of  his  lymphocytes  to  transform  in  re- 
sponse to  a challenge  in  vitro. 

NOTE 

It  is  disturbing  to  note  the  number  of  cases 
of  progressive  vaccinia  reported  in  the  literature 
associated  with  vaccination  for  chronic  herpetic 
lesions.35’ 37’ 7' 42  Even  though  Bedson4  demon- 
strated clearly  in  1928  that  herpes  and  vaccinia 
viruses  are  not  cross-reactive  serologically,  many 
clinicians  still  employ  smallpox  vaccination  as 
therapy  for  this  infection.  The  tragedy  in  this 
error  is  that  those  most  prone  to  develop  per- 
sistent herpes  infections  are  often  persons  with 
compromised  immunity,  and  who  are  prone  to 
progressive  vaccinia.  The  practice  of  smallpox 
vaccination  as  treatment  of  chronic  herpes  sim- 
plex should  be  discontinued. 
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THE  THREE  TOOS  OF 
ANTICOAGULANT  THERAPY 


MARCUS  D.  McDIVITT,  M.D.,  F.A.C.P. 


The  Three  toos  of  anticoagulant  therapy  are 
too  late,  too  little,  and  too  short.  There  are  cer- 
tain diseases  that  are  more  apt  to  get  us  in- 
volved with  the  Three  Toos.  They  are: 

1.  Phlebothrombosis 

2.  Deep  thrombophlebitis 

3.  Thrombo-embolism 

Phlebothrombosis  is  likely  to  occur  in  the  course 
of  treatment  of  surgical  conditions  or  in  the  treat- 
meant  of  congestive  heart  failure.  Deep  throm- 
bophlebitis is  most  troublesome  when  it  is  in 
the  femoral,  iliac,  or  pelvic  veins.  The  classic 
example  of  thrombo-embolism  is  the  mural 
thrombus  on  the  endocardium  in  a case  of  acute 
myocardial  infarction,  and  the  embolization 
which  follows. 

TOO  LATE 

I have  a story.  A young  man,  a very  strong 
swimmer,  was  swimming  far  out  from  the  ocean 
shore  and  suddenly  to  his  horror  saw  this  huge 
fin  coming  rapidly  toward  him  through  the  wa- 
ter. He  turned  to  shore  and  in  a panic  stricken 
voiced  called,  “help,  help.”  The  fin  bore  down 
on  him  relentlessly.  There  was  a terrific  flurry 
in  the  water.  After  a pause  he  called  out  in  a 
soprano  voice,  “too  late,  too  late.” 

So  I hope  that  our  anticoagulation  therapy 
will  not  be  emasculated,  before  we  can  get 
started,  by  the  shark  of  thrombosis. 

In  phlebothrombosis,  whether  it  comes  in  the 
course  of  surgical  therapy  or  congestive  heart 
failure,  we  have  to  get  started  early  before  it  is 
too  late.  There  are  signs  and  symptoms  of  de- 
velopment of  phlebothrombosis  which  we  all 
know  about  but  which  often  fail  us.  The  one 
sign  that  I have  found  most  useful  is  in  the 
daily  measurement  of  circumference  of  the  calf 
of  the  leg.  If  you  find,  on  measurement  of  the 
circumference  of  the  calf  of  the  leg  one  day,  that 
one  calf  is  bigger  than  the  other  this  then  is  an 
indication  for  prompt  anticoagulant  therapy  and 
the  only  anticoagulant  therapy  which  we  have 
at  the  present  time  which  is  prompt  is  Heparin. 

Marcus  D.  McDivitt,  M.D.,  FACP,  Department  of  Internal 
Medicine,  Tucson  Clinic,  Tucson,  Arizona  85702. 

ARIZONA  MEDICINE  319 


If  you  put  a patient  with  congestive  heart  fail- 
ure, from  whatever  cause,  to  bed  then  begin 
anticoagulant  therapy  because  the  thromboses 
and  emboli  which  come  in  these  cases  are  silent. 

Mural  thrombosis  is  the  most  important  throm- 
bosis in  cases  of  myocardial  infarction.  It  takes 
about  12  hours  for  a mural  thrombus  to  form,  so 
that  if  you  have  a patient  who  comes  into  the 
hospital  within  several  hours  of  his  actual  attack 
and  if  he  has  absent  R waves  in  his  chest  leads, 
then  you  know  that  he  is  a candidate  for  the 
formation  of  mural  thrombosis  and  subsequent 
embolism.  Proceed  immediately  with  Heparin 
therapy.  If  you  are  of  the  mind  that  you  also 
want  to  use  the  coumarin  derivatives,  you  can 
start  with  coumarin  derivatives  at  the  same  time. 

The  second  “Too“  of  anticoagulant  therapy  is 
TWO  LITTLE. 

In  the  case  of  Heparin  treatment,  one  has  to 
push  the  Heparin  immediately.  There  is  a cer- 
tain reluctance  on  the  part  of  the  body  to  accept 
an  anticoagulant  state  especially  in  these  crises 
that  occur  in  the  form  of  infarction  or  surgical 
therapy.  The  body  has  bolstered  itself  against 
anticoagulation  because  its  tendency  is  toward 
thrombosis,  so  that  to  get  at  this  and  overcome 
it  we  must  give  Heparin  intravenously  and  then 
at  the  same  time  also  give  Heparin  subcutaneous- 
ly. In  order  to  get  blood  in  a fluid  state  we 
should  get  the  Lee  White  clotting  time  to  at 
least  triple  its  control  value.  Heparin  formerly 
was  prescribed  in  milligrams  but  the  Food  and 
Drug  Administration  decided  that  Heparin  was 
not  a pure  drug.  Heparin  is  derived  from  the 
lungs  of  pigs,  and  so  with  Heparin  there  is  a 
certain  amount  of  contamination  in  the  form 
of  extraneous  substances.  Thus,  the  Food  and 
Drug  Administration  has  decided  that  Heparin 
should  be  measured  in  units.  A unit  of  Heparin 
is  the  amount  of  Heparin  which  will  keep  1 cc 
of  citrated  sheep  plasma  from  clotting  for  one 
hour  when  .2  of  a cc  of  1:10  solution  of  calcium 
chloride  has  been  added.  One  hundred  units  of 
Heparin  will  keep  100  cc  of  blood  from  clotting 
for  an  indefinite  period  of  time.  Heparin  is  the 
most  powerful  substance  that  we  have  to  prevent 
coagulation  at  the  present  time.1 

Heparin  attacks  the  clotting  mechanism  in  a 
multi-faceted  way.  It  attacks  several  stages  of 
the  clotting  process  and  prevents  the  formation 
of  thromboplastin.  It  inhibits  the  formation  of 
thrombin  from  prothrombin  and  it  prevents  de- 
position of  fibrin  from  fibrinogen.  So  it  is  a true 


anticoagulant.  Heparin  when  injected  appears 
within  15  minutes  in  the  liver  where  it  is  then 
deactivated  by  an  enzyme,  heparinase,  and  ex- 
creted through  the  liver.  On  the  other  hand  the 
coumarin  derivatives  do  just  one  thing,  they 
prevent  formation  of  prothrombin  by  the  liver. 
A single  dose  of  a coumarin  derivative  begins  to 
work  within  48-72  hours.  It  is  detectable  within 
12  hours  and  reaches  a maximum  within  1-5 
days.  But  to  get  results  and  to  really  inhibit  the 
clotting  mechanism  there  is  a certain  threshold 
and  you  must  push  the  patient  beyond  that 
threshold  to  get  results.2  There  are  certain  drugs 
that  have  to  be  pushed  to  toxic  levels  to  achieve 
therapeutic  effects.  Digitalis,  colchicine,  amino- 
phyllin,  and  anti-cancer  drugs  are  examples. 
And  coumarin  drugs  belong  in  this  group.  If 
you  take  a certain  amount  of  normal  human 
plasma  and  begin  to  dilute  it  with  saline,  noth- 
ing happens  until  you  get  down  to  20%  of  normal 
plasma  diluted  with  saline,  then  you  begin  to 
get  results.  Then  the  prothrombin  time  begins 
to  go  up  and  it  gets  into  the  therapeutic  range 
which  is  between  30  and  35  seconds.  For  sev- 
eral years  I used  a graph  which  I would  put 
on  the  charts  of  patients  receiving  coumarin 
therapy.  On  the  graph  I designated  prothrombin 
times  of  30-35  seconds  as  being  in  the  thera- 
peutic range.  I found  that  measured  by  this 
standard,  only  20%  of  the  patients  treated  with 
coumarin  derivatives  received  effective  therapy. 
You  must  get  the  prothrombin  time  up  to  be- 
tween 30  and  35  seconds  and  keep  it  there.3’ 4 

The  third  part  of  the  Three  Toos  is  TOO 
SHORT. 

One  tragic  case  that  I had  will  illustrate  what 
I mean  by  “too  short”  therapy. 

I had  a patient  who  was  43  years  old  who  lived 
in  Pittsburgh  in  Mount  Washington  which  is  3 
miles  from  the  downtown  section  of  Pittsburgh. 
To  get  to  this  downtown  section  one  must  go 
down  quite  a steep  cliff  from  Mount  Washington 
to  the  Monongahela  River,  cross  the  Mononga- 
hela  and  then  you  are  in  the  Golden  triangle. 
He  worked  as  a porter  at  the  7th  Avenue  Hotel. 
We  had  a very  prolonged  streetcar  strike  and 
then  he  began  to  walk  to  work  from  Mount 
Washington  which  wasn’t  too  bad  because  it  was 
downhill  to  work  but  going  back  in  the  evening 
was  the  problem  because  he  had  to  walk  up 
hundreds  of  steps  in  order  to  get  up  to  the  top 
of  this  cliff.  He  developed  chest  pain  but  he 
did  not  call  me  until  24  hours  later.  I admitted 
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him  to  the  hospital.  He  had  a severe  anterior 
myocardial  infarction.  He  had  an  SGOT  of  182 
units  and  I began  to  treat  him.  I felt  that  my 
treatment  was  adequate  with  Dicumerol  and  con- 
tinued it  for  29  days,  then  stopped  the  anti- 
coagulant. Ninety-six  per  cent  of  his  prothrombin 
times  were  inside  the  therapeutic  range  of  30- 
35  seconds.  He  was  discharged  on  the  29th  hos- 
pital day  and  shortly  after  began  to  have  con- 
vulsions, episodes  which  would  lead  one  to  think 
he  was  having  some  central  nervous  system  dis- 
turbance. Five  months  later  he  died.  The  autop- 
sy showed  that  he  had  arteriosclerotic  heart  dis- 
ease with  old  myocardial  infarction,  fresh  mural 
thrombi,  a big  embolus  in  the  main  pulmonary 
artery,  multiple  small  pulmonary  infarcts  and 
multiple  small  cerebral  infarcts. 

Thus,  I feel  that  had  I treated  this  man  with 
anticoagulants  for  a prolonged  period  of  time,  at 
least  a year,  I might  have  prevented  him  from 
succumbing  due  to  the  innumerable  emboli  that 
the  man  had. 

John  Greenleaf  Whittier  in  his  poem  on  Maud 
Muller  wrote,  “For  of  all  sad  words  of  tongue 
or  pen,  the  saddest  of  these.”  “It  might  have 
been!” 

In  long  term  therapy  with  coumarin  deriv- 
atives the  only  complication  that  one  can  run 
into  is  hemorrhage.  Unfortunately,  hemorrhage 
can  occur  in  these  people  with  a prothrombin 
in  the  normal  therapeutic  range.  In  fact,  this  is 
be  between  30  and  35  seconds.  In  fact,  this  is 
sometimes  diagnostic.  I remember  a patient  who 
had  a hemorrhage  from  the  rectum  and  upon 
investigation  he  had  a malignant  polyp  in  his 
lower  sigmoid  colon  which  was  removed.  Usu- 
ally there  is  some  place  in  the  body  which  is 
ready  to  hemorrhage  and  you  provide  an  impetus 
to  it  by  giving  anticoagulants.  It  really  doesn’t 
matter  what  coumarin  derivative  you  use,  just 
so  you  keep  the  prothrombin  time  in  the  thera- 
peutic range.  It  is  a waste  of  money,  a waste 
of  laboratory  tests  and  a waste  of  your  own  time 
to  give  token  doses. 

I have  found  that  Dicumarol  in  capsules  gives 
more  uniform  results.  The  Lilly  Company  makes 
this  preparation.  The  dose  is  best  given  at  bed- 
time. Dicumarol  and  coumarin  derivatives  are 
very  poorly  absorbed  from  the  gastro-intestinal 
tract.  Food  in  the  intestinal  tract  will  inhibit 
their  absorption. 

When  using  coumarin  derivatives  for  long 
term  therapy  one  can  proceed  for  the  rest  of  the 


patients  life.  There  is  no  permanent  effect  on 
the  liver  or  on  any  organ  in  the  body  from  the 
use  of  these  drugs. 

On  the  other  hand,  Heparin  in  long  term 
usage  does  have  some  complications  and  some 
limitations.  I have  made  it  a rule  to  limit  Hepar- 
in for  long  term  therapy  to  a year. 

Some  years  ago  Nichols  in  Miami  Beach,  Flor- 
ida, who  headed  the  Miami  Heart  Institute  at 
that  time,  undertook  to  treat  many  people  with 
long  term  Heparin  therapy.  He  had  to  stop  treat- 
ment after  a certain  period  of  time  because  he 
found  that  a good  many  of  his  patients  develop- 
ed osteoporosis  and  fractures  of  the  vertebrae. 
Another  complication  is  a peculiar  pruritus  of  the 
plantar  surfaces  of  the  feet.  This  is  a very  severe 
condition  when  it  occurs  and  necessitates  the 
stopping  of  the  Heparin  therapy. 

Rarer  complications  are  chest  pain,  loss  of 
hair  and  low  blood  pressure. 

If  you  choose  Heparin  for  long  term  therapy 
the  patient  must  learn  to  give  himself  the  Hep- 
arin subcutaneously  into  his  abdominal  fat  twice 
a day.  To  get  the  anticoagulant  effect  necessitates 
two  doses  a day  12  hours  apart.  The  immediate 
treatment  would  necessitate  Lee  White  clotting 
times  until  you  find  that  you  have  got  the  pa- 
tient on  a Lee  White  clotting  time  which  ap- 
proximately triples  the  clotting  time.  Then  from 
then  on  it  isn’t  necessary  to  test  the  Lee  White 
clotting  time  except  at  infrequent  intervals. 

CONCLUSION 

( 1 ) The  Three  Toos  of  anticoagulant  therapy 
are:  a.  Too  Late,  b.  Too  Little,  c.  Too  Short. 

(2)  The  diseases  which  involve  us  with  the 
Three  Toos  are:  a.  Phlebothrombosis,  b.  Deep 
thrombophlebitis,  c.  Thrombo-embolism. 

(3)  Heparin  both  intravenously  and  subcu- 
taneously overcomes  the  problem  of  Too  Late 
and  Too  Little  by  giving  the  quickest  and  most 
intense  anticoagulant  effect. 

(4)  Coumarin  derivatives  combat  the  prob- 
lem of  Too  Short  by  being  safer  for  long  term 
therapy. 
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CEPHALIC  PHYCOMYCOSIS  (Rhizipus  Species) 

GERALD  ALTSCHULER,  M.D. 

JOHN  WADLEIGH,  M.D. 


Fungal  infections  of  the  maxillary  sinus  have 
usually  been  classified  as  mucormycosis  and  were 
thought  to  be  found  only  in  debilitated  diabetic 
subjects  who  were  in  acidosis.1'3  However  with 
a high  index  of  suspicion  we  can  find  fungal 
infections  of  the  oral  cavity  and  of  the  sinuses 
in  diabetic  patients  who  are  ambulatory  and  in 
good  control.4  Frequently  a setting  for  these  in- 
fections is  established  by  the  physician  when  he 
treats  the  diabetic  with  tetracycline  and  corti- 
costeroids. It  is  our  intention  to  present  a case 
with  just  these  factors  in  mind  and  to  discuss  the 
course. 

CASE  REPORT 

A 61  year  old  female  was  first  seen  by  her 
family  physician,  complaining  of  fever  and  right 
facial  pain  on  3-18-71.  Her  past  history  was 
relative  in  that  she  had  been  a diabetic  for  ap- 
proximately 5 years  and  was  controlled  bn  30 
units  of  NPH  Insulin  daily.  She  also  had  asthma 
since  she  was  21  years  old  and  had  been  on 
corticosteroids  in  varying  amounts  almost  con- 
tinuously since.  Her  physician  thought  that  her 
diabetes  may  have  been  brought  to  the  surface 
by  the  use  of  corticosteroids.  The  only  other  side 
effect  she  suffered  from  corticosteroids  was  an 
episode  of  severe  hypokalemia  requiring  potas- 
sium supplementation.  Her  presenting  symptoms 
were  diagnosed  as  right  maxillary  sinusitis  and 
she  was  treated  with  tetracycline  for  a ten  day 
period.  She  was  thought  to  respond  quite  well 
clinically. 

However,  on  4-3-71  she  presented  with  a 
toothache  involving  the  right  upper  jaw  and 
dental  x-rays  at  that  time  were  normal.  The 
tooth  was  extracted  and  the  oral  surgeon  noted 
purulent  drainage  at  the  site  of  extraction.  A 


bony  biopsy  and  culture  of  this  site  revealed 
osteomyelitis  of  bone  and  the  culture  grew  out 
Rhizipus  niger.  Because  of  the  delay  in  obtain- 
ing definitive  culture  of  the  biopsy  the  patient 
was  first  admitted  on  4-18-71  to  St.  Mary’s 
Hospital.  At  the  extraction  site  there  were  two 
draining  sinuses  which  communicated  with  the 
right  maxilla.  X-ray  of  the  sinuses  now  showed 
osteomyelitis  involving  the  entire  right  maxil- 
lary sinus.  It  should  be  noted  that  15  days  pre- 
viously a negative  dental  x-ray  was  found  and 
now  there  was  a fulminating  necrosis  of  the  right 
maxillary  sinus.  On  4-23-71  a radical  disection 
of  the  right  maxillary  sinus  was  carried  out  and 
the  patient  was  started  on  Amphotericin  B and 
systemic  iodine.  In  addition,  local  Amphotericin 
was  instilled  into  the  wound  as  well  as  packing 
the  wound  with  iodiform.  The  dose  of  Amphoter- 
icin B was  25  mgm.  per  day  intravenously  with 
a 1 mgm.  increment  daily.  At  a dose  of  50  mgm. 
daily  she  became  toxic.  This  toxicity  manifested 
itself  as  an  acute  psychotic  reaction  which  began 
one  half  hour  after  the  start  of  Amphotericin  B 
and  lasted  a total  of  four  hours.  The  patient  also 
developed  phlebitis  of  all  four  extremities  be- 
cause of  the  use  of  Amphotericin  and  finally 
Amphotericin  was  given  via  subclavian  catheter. 

On  5-22-71  a graft  through  the  sinus  area  was 
carried  out  and  the  patient  apparently  was 
clinically  well.  Actinomycosis  were  cultured  from 
the  mouth  in  the  area  of  the  wound  and  this  was 
thought  to  be  a contaminant.  At  present  the 
patient  is  clinically  well  and  a prosthesis  of  the 
upper  oral  cavity  is  being  made.  The  final  out- 
come is  to  be  determined  by  observation. 

DISCUSSION 

The  literature  has  usually  classified  fungal  in- 
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FIGURE  1 

Rhizipus  hyphae  as  seen  in  tissue  biopsy  from  this 
patient. 


FIGURE  2 

Rhizipus  hyphae  as  seen  in  culture  media  from  this 
patient. 


fections  of  this  type  under  the  name  Mucor  re- 
gardless of  the  final  identification  of  the  fungus, 
and  these  have  been  reported  as  Rhino-Orbital 
Mucormycosis.  However,  these  fungi  belong  to 
the  class  Phycomycetes.  Included  in  this  class 
are  species  of  Absidia,  Mucor,  Rhizipus,  Morti- 
ella,  Basidiobolus,  and  Entomorphthera.  The 
first  three  cause  fulminating  infections  of  the 
orbital  tissues  which  rapidly  invade  the  central 
nervous  system.  The  others  are  pulmonary  in 
origin  and  development.  Both  groups  seen 
most  often  in  diabetics.  The  pathological  diag- 
nosis of  Rhizipus  is  made  by  the  finding  of  a 
non-septate  very  broad  (up  to  50  micron) 
hyphae  invading  the  walls  and  intima  of  blood 
vessels  of  the  brain  and  adajcent  tissue.  On 
culture  the  Rhizipus  can  be  distinguished  by 
its  growth  on  Littman  Oxgal  agar  by  means  of 
its  coarse  tan  mucoid  appearance.  It  has  arial 
mycilia  resembling  hairs  which  are  dull  yellow 
and  hence  give  the  colony  a “whiskered  appear- 
ance.” 

On  Sabauraud  agar,  the  Rhizipus  soon  fills 
the  petrie  dish  in  seven  days  with  coarse  arial 
mycilia.  Rhizipus  is  found  almost  universally. 
Therefore,  it  is  not  surprising  that  diabetics  who 
have  poor  oral  hygiene  and  increased  glucose 
concentration  in  tissues  are  prone  to  these  types 
of  infection.  They  become  even  more  suscep- 
tible when  exposed  to  antibiotics  which  change 
bacterial  flora  and  when  they  have  a concom- 
menent  disease  requiring  corticosteroids.  Once 
the  diagnosis  of  rhino-orbital  and  maxillary  fun- 
gal infections  has  been  made  in  a diabetic  pa- 
tient, it  is  to  be  considered  an  acute  surgical 
emergency.  The  previous  case  illustrates  that 


within  15  days  a necrotizing,  fulminating  infec- 
tion occurred  in  the  maxillary  sinus.  In  previous 
case  reports,  cerebral  infection  has  arisen  from 
these  maxillary  sinus  infections.  Fortunately, 
these  fungi  respond  in  some  part  to  Amphotericin 
B and  to  systemic  iodides.  Although  quite  toxic, 
there  appears  to  be  hope  that  the  dosage  em- 
ployed for  Amphotericin  therapy  required  to 
control  these  fungi  maybe  much  lower  than  the 
conventional  dosage  that  we  are  using.* 1 2 3 4 5 6 

Of  practical  importance  in  treating  rhino- 
orbital  and  maxillary  fungal  infections  is  the 
finding  of  Actinomycosis  in  follow-up  cultures 
of  the  area.  Actinomyces  is  a normal  mouth  or- 
ganism and  its  pathogenicity  in  each  particular 
case  must  be  carefully  weighed.  The  treatment 
of  Actinomycosis  is  by  Penicillin  and  by  broad 
spectrum  antibiotics.  These  are  the  same  anti- 
biotics that  would  foster  the  growth  of  Rhizipus 
and  related  species  by  changing  bacterial  flora. 
We  have  not  treated  the  Actinomycosis  found 
in  our  patient  and  the  results  were  excellent. 

Although  not  reported  in  the  American  litera- 
ture, products  of  Rhizipus  metabolism  can  cause 
a polyuria  and  polydpsia  which  may  be  thought 
to  be  due  to  the  diabetic  state.  This  has  been 
recently  described  under  the  quaint  eponym  of 
the  “Sasoon  Hospital  syndrome.”7 
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ACQUIRED  COMPLETE  ATRIOVENTRICULAR 
BLOCK  ABOVE  THE  HIS  BIFURCATION  ASSO- 
CIATED WITH  BIFASCICULAR  BUNDLE  BRANCH 
BLOCK.  REPORT  OF  A CASE. 


SHERMAN  MINKOFF,  M.D. 
IRA  B.  EHRLICH,  M.D. 


With  the  advent  of  artificial  cardiac  pacing, 
there  has  been  a great  deal  of  interest  in  the 
subject  of  acquired  atrioventricular  block.  There 
is  a good  deal  of  evidence,  both  electrocardio- 
graphic1' 2 and  anatomic,3  that  acquired  complete 
atrioventricular  block  is  usually  the  result  of  com- 
plete bilateral  bundle  branch  block,  and  often  it 
is  preceded  by  EKG  evidence  of  incomplete 
block  at  the  level  of  the  bundle  branches.4'8  We 
report  here  a patient  with  acquired  complete 
heart  block  who  exhibited,  during  intact  AV  con- 
duction, evidence  of  advanced  incomplete  bi- 
lateral bundle  branch  block  but  in  whom  the 
development  of  complete  AV  block  was  due  to 
block  above  the  bifurcation  of  the  bundle  of 
His  rather  than  the  development  of  complete 
bilateral  bundle  branch  block. 

CASE  REPORT 

J.C.,  a sixty-year  old  man,  was  hospitalized 
with  a brief  history  of  recurrent  syncope.  He 
had  no  prior  history  of  cardiovascular  disease, 
and  two  years  earlier  he  had  a normal  EKG 
(Figure  1).  During  a syncopal  episode  following 
admission,  he  was  noted  to  have  a slow  pulse 


rate,  and  an  EKG  (Figure  2)  showed  complete 
atrioventricular  block  with  an  atrial  rate  of  75 
per  minute  and  a ventricular  rate  of  30  per  min- 
ute. The  QRS  configuration  showed  the  com- 
bination of  right  bundle  branch  block  and  left 
posterior  hemiblock  and  suggested  impulse  for- 
mation above  the  level  of  the  bifurcation  of  the 
common  bundle  of  His.  This  was  further  sup- 
ported when  the  same  QRS  configuration  per- 
sisted after  the  return  of  AV  conduction  ( Figure 
3).  A transvenous  demand  pacemaker  was  im- 
planted, and  the  patient  has  done  well. 

DISCUSSION 

Based  largely  on  the  work  of  Rosenbaum  and 
his  electrocardiographic  studies  of  the  trifascicu- 
lar (right  bundle  branch,  anterior  division  of  the 
left  bundle  branch,  posterior  division  of  the  left 
bundle  branch)  intraventricular  conduction  sys- 
tem, certain  EKG  patterns  have  come  to  be  rec- 
ognized as  evidence  of  abnormality  in  one,  two 
or  all  three  fascicles.2’ 8 The  electrocardiographic 
findings  of  right  bundle  branch  block  and  left 
bundle  branch  block  are  well  known.  EKG  diag- 
nosis of  left  posterior  hemiblock  (LPH)  and 
left  anterior  hemiblock  (LAH)  is  now  possible 
as  well,  the  latter  leading  to  extreme  left-axis 
deviation  and  the  former  to  extreme  right-axis 
deviation  in  the  absence  of  right  ventricular  en- 
largement or  pulmonary  disease. 

The  combination  of  right  bundle  branch  block 
and  left  anterior  hemiblock  has  been  recognized 
as  evidence  of  bifascicular  block,  and  it  has  been 
appreciated  that  patients  with  this  EKG  pattern 
are  prone  to  the  development  of  complete  AV 
block,4’ 5’ 7 presumably  as  a result  of  the  advent 
of  block  in  the  third  fascicle.  Similarly,  patients 
with  the  combination  of  right  bundle  branch 
block  and  left  posterior  hemiblock  are  vulner- 
able to  the  development  of  complete  heart 
block,6  ’7  presumably  again  on  the  basis  of  prog- 
ression from  bifascicular  block  to  trifascicular 
block. 

While  the  appearance  of  complete  AV  block 
in  a patient  with  prior  evidence  of  bifascicular 
block  is  generally  accepted  as  circumstantial  evi- 
dence for  the  presence  of  trifascicular  block,  it 
is  also  possible  that  complete  AV  block  in  such 
patients  may  result  from  block  at  the  level  of  the 
AV  node  or  the  common  bundle  of  His.  The  pa- 
tient reported  herein  is  an  example  of  acquired 
complete  AV  block  above  the  His  bifurcation  in 
the  presence  of  associated  bifascicular  block  ( in- 
complete bilateral  bundle  branch  block). 
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FIGURE  1 

Normal  EKG  two  years  prior  to  the  onset  of  recurrent 
syncope. 
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EKG  during  syncopal  episode.  There  is  complete  AV 
block  with  an  atrial  rate  of  75  per  minute  and  a ven- 
tricular rate  of  30  per  minute.  The  QRS  configuration  is 
that  of  RBBB  and  left  posterior  hemiblock. 


Generally,  the  site  of  atrioventricular  block 
may  be  deduced  from  the  appearance  of  the 
QRS  complex  during  complete  AV  block.5  If 
the  level  of  block  is  above  the  His  bifurcation, 
impulse  formation  should  occur  at  the  level  of 
the  AV  node  or  the  common  bundle  of  His, 
and  the  QRS  complex  should  be  narrow  (as 


FIGURE  3 

EKG  following  return  of  AV  conduction.  The  same 
QRS  configuration  persists. 


in  congenital  heart  block)  or  that  seen  during 
intact  AV  conduction  (as  in  the  reported  case). 
Whep  complete  heart  block  is  due  to  bilateral 
bundle  branch  block,  as  is  usually  the  case  with 
acquired  complete  AV  block,  the  cardiac  rhy- 
them  should  be  controlled  by  an  idioventricular 
pacemaker;  the  QRS  complex  should  be  widened 
and  different  in  configuration  from  that  seen 
during  intact  AV  conduction.  In  a review  of  57 
patients  with  complete  AV  block,  Lopez3  di- 
vided them  into  two  groups  on  the  basis  of  QRS 
form.  Those  with  a narrow  QRS  often  had  con- 
genital heart  block  and  were  in  a young  age 
group.  Those  with  acquired  complete  AV  block 
usually  had  a wide  QRS  complex,  suggestive 
of  bilateral  bundle  branch  block;  many  had 
previously  demonstrated  right  bundle  branch 
block  or  left  bundle  branch  block  on  prior  EKGs. 
A few  patients  with  acquired  block  had  a narrow 
QRS  complex,  suggestive  of  block  and  impulse 
formation  above  the  bifurcation  of  the  bundle 
of  His. 

The  level  of  heart  block  may  be  determined 
more  accurately  by  the  use  of  His  bundle  elec- 
trograms recorded  from  a catheter  electrode 
positioned  near  the  tricuspid  valve.9, 10, 11  The 
bundle  of  His  electrogram  in  the  presence  of  in- 
tact atrioventricular  conduction  shows  His  bun- 
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die  depolarization  during  the  PR  interval  of  the 
surface  EKG;  the  His  bundle  potential  follows 
deflections  due  to  atrial  activation  and  precedes 
those  due  to  ventricular  activation,  correspond- 
ing respectively  to  the  P and  QRS  complexes  of 
the  surface  EKG.  When  acquired  complete  AV 
block  is  due  to  bilateral  bundle  branch  block, 
the  His  potential  maintains  its  regular  relation- 
ship to  atrial  activation  but  becomes  dissociated 
from  ventricular  activation.  This  pattern  is  usu- 
ally seen  with  a wide  QRS  complex  in  the  sur- 
face EKG,  but  the  QRS  complex  may  be  narrow 
if  the  level  of  block  is  in  the  distal  bundle  of 
His  and  yet  impulse  formation  occurs  above 
the  His  bifurcation.11  When  complete  AV  block 
occurs  at  a level  proximal  to  the  His  bundle, 
the  His  potential  maintains  its  regular  relation- 
ship to  ventricular  activation  but  becomes  dis- 
sociated from  atrial  activation.  This  pattern  is 
usually  seen  with  a narrow  QRS  complex  in  the 
surface  EKG,  but  the  QRS  complex  may  be 
widened  if  bundle  branch  block  was  present 
prior  to  the  onset  of  complete  AV  block,11  as  in 
the  reported  case. 


SUMMARY 

A patient  is  reported  who,  during  intact  AV 
conduction,  exhibited  evidence  of  advanced  in- 
complete bilateral  bundle  branch  block,  but  in 
whom  the  development  of  complete  AV  block 
was  due  to  block  above  the  His  bifurcation  rather 
than  complete  bilateral  bundle  branch  block. 
Analysis  of  the  level  of  complete  AV  block  is 
discussed,  both  on  the  basis  of  the  surface  EKG 
and  the  use  of  His  bundle  electrograms. 

The  authors  thank  Dr.  Charles  Bill  for  the  referral  of  this 
case  and  Dr.  Lee  Brown  who  did  the  pacemaker  surgery. 
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LEUKEMIA  IN  PREGNANCY 

ROY  S.  WEINRACH,  Ph.D.,  M.D. 

In  recent  decades  there  has  been  compiled  a 
new  and  effective  armamentarium  of  chemo- 
therapeutic drugs  for  the  treatment  of  acute 
and  chronic  leukemias  as  well  as  the  lymphomas. 
It  is  now  established  that  these  agents  have  re- 
duced the  morbidity  of  these  neoplastic  disorders 
and  have  prolonged  survival.  The  known  unde- 
sirable toxicity  of  these  compounds  have  placed 
increasing  responsibilities  on  the  physicians 
using  them.  All  of  the  drugs  in  current  use  are 
capable  of  crossing  the  placental  barrier.  One 
cannot  treat  the  pregnant  woman  with  leukemia 
or  lymphoma  without  having  these  agents  reach 
the  milieu  of  the  fetus.1  This  is,  of  course,  most 
critical  during  the  first  trimester  of  pregnancy. 
During  this  initial  trimester  basic  tissue  differen- 
tiation and  organic  organogenesis  are  unfold- 
ing and  it  represents  a period  of  high  fetal  risk. 
Since  chemotherapeutic  agents  damage  cells  that 
are  metabolically  active  or  dividing,  such  as  in- 
testinal mucosa  or  bone  marrow,  the  inherent 
danger  to  the  proliferating  tissues  of  the  fetus  is 
obvious.  The  following  case  illustrates  the  ther- 
apy administered  for  acute  leukemia  during  preg- 
nancy. 

CLINICAL  SUMMARY 

An  18  year  old  white  female,  gravida  II,  para 
II,  S.F.,  was  admitted  to  the  hospital  on  June 
20,  1971  because  of  progressive  weakness.  At 
that  time,  she  was  three  months  pregnant.  The 
hemoglobin  had  been  12.9  at  the  start  of  preg- 
nancy and  8.4  four  weeks  prior  to  admission. 
The  patient  had  noted  small  amounts  of  epis- 
taxis,  as  well  as  vaginal  spotting  and  easy  bruis- 
ability.  There  had  been  a recent  upper  respira- 
tory infection  but  no  other  history  of  infec- 
tious diseases. 

Dr.  Weinrach  is  engaged  in  private  practice  of  Hematology  and 
Oncology  at  444  West  Osborn  Road,  Phoenix,  Arizona  85013. 
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Salient  features  of  the  physical  examination 
included  ecchymoses  of  the  arms  but  no  pete- 
chiae.  There  was  marked  pallor  of  the  mucous 
membranes.  The  spleen  was  palpable  three  fin- 
gerbreadths  below  the  left  costal  margin  and 
was  somewhat  tender.  The  liver  was  enlarged 
one  fingerbreadth  below  the  right  costal  margin. 
Obstetrical  examination  revealed  the  gravid 
uterus  consistent  with  three  months  gestation. 

The  admission  hematocrit  was  15%  and  hemo- 
globin was  4.9  grams  %.  The  white  blood  count 
was  27,700  with  20%  blasts  in  the  peripheral 
smear.  The  platelet  count  was  28,000  and  the 
initial  reticulocyte  count  2.1%.  A bone  marrow 
examination  was  performed  and  confirmed  the 
diagnosis  of  acute  lymphoblastic  leukemia.  Fig- 
ure 1 illustrates  the  peripheral  smear  and  mor- 
phology of  the  blasts  and  Figure  2 illustrates  the 
bone  marrow.  The  patient  refused  blood  com- 
ponent transfusion  therapy  on  religious  grounds. 
A regimen  of  60  mg  of  prednisone  daily  and  ant- 
acids was  therefore  instituted.  Thirteen  days 
later,  the  hematocrit  was  8%,  platelets  7,000  and 
white  blood  count  1,000  with  only  2%  blasts  in 


Figure  2 


the  peripheral  smear.  At  this  point  reticulocytosis 
and  polychromasia  of  the  red  cell  series  appeared 
and  the  patient  went  into  a clinical  and  morpho- 
logical remission  with  return  to  normal  hema- 
tologic values.  Prednisone  was  then  tapered  to 
20  mg  and  the  patient  was  discharged  to  be  fol- 
lowed as  an  out-patient.  She  was  maintained 
on  prednisone  only. 

Late  in  October  of  1971,  the  patient  develop- 
ed generalized  arthralgias  and  it  was  noted  that 
her  white  count  had  risen  to  23,400  with  50% 
blasts  in  the  peripheral  smear.  Hematocrit  was 
41%,  hemoglobin  13.6  and  the  platelet  count 
168,000.  Bone  marrow  examination  confirmed 
relapse  of  the  acute  leukemia  in  the  eighth  month 
of  pregnancy.  The  patient  was  admitted  to  the 
hospital  with  an  unremarkable  physical  exam- 
ination except  for  the  gravid  uterus  consistent 
with  an  eight  month  pregnancy  and  obesity. 
Treatment  consisted  of  80  mg  of  prednisone 
daily  with  five  weekly  intravenous  injections  of 
2.0  mg  of  vincristine.  Although  the  hematocrit 
reached  a low  level  of  30%  and  the  platelet  count 
a low  of  45,000  during  the  third  week  of  therapy 
hematologic  evidence  of  a second  remission  en- 
sued. There  were  no  detectable  obstetrical  com- 
plications during  this  period.  At  the  beginning 
of  the  9th  month  of  pregnancy  the  patient  went 
into  labor  and  delivered  a live  child  without 
malformation.  Despite  a cervical  laceration  and 
hemorrhage,  the  mother  continued  to  manifest 
her  remission.  The  second  remission  will  be 
maintained  initially  with  Methotrexate. 

COMMENT 

This  case  illustrates  the  diagnosis  of  acute  leu- 
kemia during  the  first  trimester  of  pregnancy 
and  treatment  during  the  first  two  trimesters 
with  prednisone  only.  A first  remission  was  ob- 
tained despite  lack  of  optimal  supportive  care  in 
the  form  of  transfusion.  Fortunately,  the  first 
relapse  occurred  in  the  third  trimester  and  vin- 
cristine could  be  employed  with  relative  safety 
at  that  time. 

DISCUSSION 

Leukemia  during  pregnancy  is  fortunately 
rare.  This  may  be  due  to  poor  general  condition 
of  leukemia  patients  which  interferes  with  con- 
ception or  survival  of  the  products  of  concep- 
tion.2 Pregnancy  has  no  effect  on  the  course  of 
leukemia  and  termination  of  pregnancy  is  not 
indicated.3  Premature  onset  of  labor  is  common 
and  bleeding  at  the  time  of  delivery  may  be 
serious  in  acute  leukemia.4  Leukemia,  in  itself, 
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has  no  apparent  effect  on  the  fetus  although 
rare  cases  of  congenital  leukemia  have  been  re- 
ported.5 

Grier  and  Richter  in  1939  reviewed  62  cases 
of  acute  and  chronic  leukemias  of  all  types  in 
pregnant  patients  and  concluded  that  the  course 
of  leukemia  was  not  influenced  by  pregnancy.6 
Yahia,  et  al,  in  1959  reviewed  32  cases  of  acute 
leukemia  during  pregnancy  reported  between 
1943  and  1959,  and  contrasted  them  with  34  cases 
of  acute  leukemia  during  pregnancy  reported  be- 
fore 1943.  Fetal  mortality  had  declined  from  60% 
to  38%  during  that  period.  This  can  be  traced 
to  the  introduction  of  chemotherapy,  namely 
Methotrexate  and  6-mercaptopurine,  during  this 
period,  as  well  as  better  supportive  measures.2 
Maloney  in  1964  reviewed  the  English  language 
literature  and  tabulated  224  cases  of  leukemia 
during  pregnancy,  with  the  majority  of  these 
cases  after  1958,  when  chemotherapeutic  agents 
were  generally  being  employed  in  leukemia 
management.  An  additional  two  cases  were  also 
reported.  Table  1 illustrates  these  cases  in  tabular 
form.  Approximately  50%  of  cases  were  chronic 
leukemia,  mostly  chronic  myelogenous  leukemia. 


TABLE  I - INCIDENCE  OF  REPORTED  CASES  OF  ACUTE  AND  CHRONIC  LEUKEMIA 
IN  PREGNANCY 

INCIDENCE  CGL  CLL  AGL  ALL  OTHER*  TOTAL 

NUMBER  - 113  4 65  24  20  226 

PERCENT  - 50  1.7  28  11  9.3  100 

•undefined,  stem  cell,  erythroleukemics 


Of  the  acute  leukemias,  the  majority  were  also 
myelogenous  or  graulocytic  forms.  While  there 
was  an  increase  in  incidence  of  reported  cases 
during  1958  to  1964,  the  incidence  of  the  various 
types  of  leukemia  is  similar  to  that  found  in  a 
non-pregnant  population  of  similar  age  group.7 

The  guideline  for  treatment  to  be  followed  in 
leukemia  associated  with  pregnancy  is  to  avoid 
harm  to  the  fetus.  In  general,  supportive  and 
symptomatic  measures  such  as  transfusions,  ster- 
oids and  antibiotics,  when  indicated,  are  admin- 
istered.8 The  anti-folic  acid  compounds  are 
notorious  for  their  teratogenic  and  abortifacient 
properties,  and  should  be  avoided,  if  possible.9’ 10 
The  use  of  purine  antagonists  during  the  third 
trimester  of  pregnancy  has  been  associated,  for 
the  most  part,  with  normal  birth.11, 12’ 13, 14, 15  A 
report  of  the  use  of  cytosine  arabinoside  in  acute 


leukemia  in  pregnancy  resulted  in  birth  of  a 
normal  infant.16  Although  teratogenic  effects 
have  been  reported  with  alkylating  agents  in 
pregnancy,  for  the  most  part  the  judicious  use  of 
these  agents  during  the  latter  states  of  pregnancy 
has  been  associated  with  normal  birth.17’ 18’ 19  The 
use  of  vinca  alkaloids,  vincristine  and  vinblastine 
has  been  reported  in  pregnancy  without  harm  to 
the  fetus.20’ 21’ 22  However,  animal  studies  have 
indicated  the  production  of  malformation  and 
abortion  similar  to  those  produced  by  colchi- 
cine.23 In  view  of  the  known  effects  on  the  mitotic 
spindle  of  these  agents,  their  use,  if  indicated, 
should  be  limited  to  the  latter  stages  of  preg- 
nancy. 

Recently  there  has  been  a marked  prolifera- 
tion of  combination  chemotherapy  regimens  in 
acute  leukemia.  Most  favored  at  this  time  is  the 
cytosine  arabinoside-Thioguanine  combination 
and  COAP  regimen  which  includes  vincristine, 
cytosine  arabinoside,  Cytoxan  and  prednisone 
given  in  repetitive  five  day  cycles.24’ 25  Although 
reported  higher  remission  rates  have  been  re- 
corded to  date  with  these  regimens  in  acute  leu- 
kemia in  the  non-pregnant  population,  the  un- 
derstandable lack  of  study  of  these  regimens  in 
pregnancy  at  this  time  precludes  their  use. 

There  have  been  reports  of  adverse  steroid 
effects  during  pregnancy  in  animals  and  man 
but  for  the  most  part  their  use,  even  in  high 
dosage,  has  not  jeopardized  the  newborn.26’ 27’ 28 

Table  II  summarizes  the  principles  of  leuke- 
mia management  at  this  time  — 1 ) restriction  of 
chemotherapeutic  agents  in  the  first  and  second 
trimester  of  pregnancy;  2 ) avoidance  of  multiple 
drug  regimens;  3)  relative  contraindication  of 
Methotrexate. 

The  management  of  leukemia  in  pregnancy 
poses  special  problems  in  management.  Despite 
the  increasing  number  of  reports  of  patients 


TABLE  II 

PRINCIPLES  OF  LEUKEMIA  MANAGEMENT  IN  PREGNANCY 

1.  Restriction  of  Chemotherapeutic  Agents  During  First  Trimester 

2.  Avoidance  of  Multiple  Drug  Regimens 

3.  Relative  Contra-Indication  of  Methotrexate 


treated  with  chemotherapeutic  drugs  during 
pregnancy,  the  total  number  of  patients  is  quite 
small.  Meaningful  statistical  analysis  is  not  pos- 
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sible,  therefore,  at  this  time.  Hopefully,  by  re- 
view and  accumulation  of  further  cases,  more 
exact  knowledge  of  optimum  chemotherapeutic 
management  will  be  defined. 

SUMMARY 

1.  A case  of  acute  leukemia  diagnosed  in  preg- 
nancy is  presented  with  birth  of  a live  child 
without  malformation. 

2.  The  guidelines  to  management  are  outlined 
in  relation  to  present  knowledge. 
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NUCLEAR  MEDICINE  IN  THE 
MANAGEMENT  OF 
METASTATIC  BONE  CANCER 

S.  V.  HILTS,  M.D. 


Bone  metastases  are  a dreaded  manifestation 
of  malignancy.  Two  techniques  in  Nuclear  Medi- 
cine, one  diagnostic  and  one  therapeutic,  may 
be  of  assistance  in  this  vexing  aspect  of  oncology. 

Preoperative  evaluation  of  a patient  with  sus- 
pected malignancy  should  properly  include  chest 
roentgenogram,  liver  and  often  brain  scan,  ap- 
propriate chemical  laboratory  tests,  and  perhaps 
marrow  biopsy.  The  X-ray  “skeletal  survey”  has 
often  been  useful  in  detecting  the  bone-seeking 
cancers  of  breast,  lung,  prostate,  and  thyroid. 
Its  sensitivity,  however,  is  low  because  20%  to 
70%  of  local  bone  density  must  be  lost  before 
metastases  become  visible. 

A more  sensitive  technique,  bone  scanning 
using  strontium-85,  became  clinically  available 
in  1961  (Fleming,  Mcllraith,  and  King,  1961). 
In  the  series  listed  in  Table  1,  the  number  of 
patients  found  to  have  bony  metastases  by  scan 
is  about  twice  the  number  found  by  X-ray. 
Sklaroff  and  Charkes  ( 1968 ) examined  64  pa- 
tients recently  subjected  to  radical  mastectomy 
on  the  basis  of  negative  roentgenographic  bone 
surveys  and  found  scintillographic  evidence  of 
bony  involvement  in  10.  Extrapolating  from  this 
sample,  they  have  estimated  that  over  3,000 
such  patients  are  annually  subjected  to  useless 


TABLE  1 

Comparative  Accuracy  of  Bone  Scanning  and 
Roentgenography 


Author 


Briggs  1967 

Charkes  & Sklaroff  1965 

Morgan  & Mills  1968 

Faber  et  al.  1967 

Williams  & Blahd  1967 

Benoit  et  al.  1968 

Galasko  1971 


French  & McCready  1967 


Agent 

Positive 

Scan 

Positive 

X-ray 

False  Negative 
Equivalent  of 
Positive  Scan 
Negative  X-ray 

85Sr 

47 

17 

1 

85Sr 

104 

70 

5 

85Sr 

45 

17 

0 

85Sr 

32 

14 

0 

85Sr 

16 

9 

0 

87mSr 

65 

30 

2 

isp 

54 

25 

0 

18JT 

25 

13 

4 

From  the  Department  of  Nuclear  Medicine, 
Tucson  Medical  Center,  Tucson,  Arizona. 
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radical  mastectomy  in  this  country  alone. 

Despite  its  demonstrated  utility,  bone  scanning 
has  been  neglected  because  of  problems  related 
to  the  excretion  pattern  and  physical  charac- 
teristics of  the  commonly  used  isotope,  stron- 
tium-85. After  injection,  five  days  is  required 
for  clearance  of  strontium-85  from  the  large 
bowel,  where  it  may  obscure  lesions  in  the  pelvis 
and  lumbar  spine.  The  65-day  half-life  results 
in  high  patient  radiation  dosage.  To  protect  the 
patient,  scanning  dose  is  limited  to  100  micro- 
curies; with  this  low  activity,  several  hours  are 
required  to  scan  the  spine  and  pelvis  alone. 
Even  this  dose  gives  a patient  exposure  of  4 
rads,  and  the  Atomic  Energy  Commission  has 
therefore  restricted  application  of  strontium-85 
to  patients  with  histologically  proven  cancer. 
This  has  eliminated  scanning  before  single-stage 
operations,  such  as  are  usually  done  for  a mass 
in  the  breast.  The  combined  inconveniences  of 
the  restrictions  and  the  delays  in  scanning,  pro- 
longing in-hospital  workup,  have  discouraged 
the  use  of  the  technique. 

In  1962,  Blau,  Nagler,  and  Bender  reported 
a new  bone  scanning  agent,  fluorine-18  (Table 
2),  which  is  incorporated  in  the  hydroxylapatite 
lattice  by  replacing  the  hydroxyl  ion  in  areas 
where  osteoblastic  activity  is  present.  Fluorine-18 
emits  a positron  whose  annihilation  releases  a 
510-kev  gamma  ray.  A half-life  of  109  minutes 
results  in  a radiation  dose  to  the  patient  com- 
parable to  those  encountered  in  diagnostic  X-ray 
applications.  Starting  one  hour  after  injection,  a 
total  body  scan  can  be  completed  within  a sec- 
ond hour.  Urinary  excretion  of  20%  to  60%  of 
the  dose  (Moon,  Dworkin,  and  LaFluer,  1968) 
during  this  time  produces  interference  from  blad- 
der activity;  unlike  the  large-bowel  distribution 
of  strontium-85,  this  labelling  is  easily  distin- 
guishable by  its  shape  from  bone  disease.  The 
importance  of  including  the  entire  body  is  em- 
phasized by  dos  Remedios  et  al.  (1971),  who 
found  26  of  87  lesions  to  lie  outside  the  area 


TABLE  2 

Characteristics  of  85Sr  and  18F 
Radionuclide  85Sr  18F 


Gamma  ray 

514  kev 

510  kev 

Half-life 

64.7  days 

109.8  minutes 

Allowable  dose 

100 /xCi 

3000  /ttCi 

Radiation  to  bone 
Time,  injection 

4.4  rad 

0.69  rad 

to  scan 

5 days 

1 hour 

Scanning  time 

2-3  hours 

1 hour 

Area  scanned 

spine,  pelvis 
& proximal 
femur 

total  skeleton 

FIGURE  1 

Normal  F-18  Scan  (anterior  view).  Note  post-voiding 
concentration  in  bladder.  Increased  activity  in  right 
shoulder  is  believed  due  to  osteoarthritis. 

usually  scanned  with  strontium,  that  is,  spine 
pelvis,  and  proximal  femur.  Sensitivity  of  detec- 
tion with  fluorine-18  is  at  least  as  high  as  that 
with  strontium-85  (Table  1),  and  the  better 
counting  statistics  result  in  better  delineation 
(Figure  1). 

A short  half-life  has  limited  the  use  of  fluorine- 
18  to  institutions  near  a cyclotron  or  reactor,* 
but  the  combination  of  air  shipment  from  Cali- 
fornia and  immediate  pickup  from  the  plane 
has  now  made  fluorine-18  available  daily  in 
Phoenix  and  Tucson.  Strict  timing  is  essential  — 
a delayed  flight  or  a temporarily  incapacitated 
patient  will  necessitate  rescheduling  to  the  next 
day  (ordinarily  only  one  scan  per  scanner  can 
be  done  daily).  The  use  of  fluorine- 18  at  Tucson 
Medical  Center  has  increased  our  demand  for 
bone  scans  to  the  extent  that  we  have  done 

°The  mechanism  of  production  of  fluorine-18  by  neutron 
bombardment  of  lithium  carbonate  is  elegant;  lithium  accepting 
a fast  neutron  gives  off  an  alpha  particle  and  becomes  tritium, 
which  reacts  with  the  oxygen  in  the  carbonate  to  produce  fluorine- 
18,  with  release  of  a neutron. 

®Li  + on  2^  + 1H  + IgO  -*  1|f  + Qn 
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more  of  them  in  the  past  two  months  than  in 
all  of  1970,  when  we  were  using  strontium-85. 

Case  Report.  This  65-year-old  woman  had  a 
left  radical  mastectomy  in  October  1969  for 
adenocarcinoma  with  invasion  of  the  pectoralis 
muscles  but  negative  lymph  nodes.  In  August 
1970,  a left  midstemal  mass  was  noted,  which 
was  found  to  extend  into  the  mediastinum  and 
the  subcutaneous  tissue  when  resected  in  No- 
vember 1970.  She  was  carried  on  chemotherapy 
(5-FU)  until  July  1970,  when  swelling,  malig- 
nant by  needle  biopsy,  recurred  in  the  right  first 
rib  head  and  clavicle.  Resection  was  again  plan- 
ned, but  bone  scanning  with  fluorine- 18  was 
done  first  because  of  pain  in  the  left  hip.  Osteo- 
blastic activity  was  seen  in  the  rib,  clavicle,  the 
body  of  T-12,  and  throughout  the  shaft  of  the 
left  femur  (Figure  2).  In  view  of  the  obvious 
inoperability  of  the  tumor,  local  resection  was 
abandoned  in  favor  of  adrenalectomy,  which 
has  produced  excellent  regression  of  metastases. 

Like  any  other  diagnostic  method,  fluorine 
scanning  has  limitations.  The  bladder  activity 
does  not  clear  well,  even  with  catheters  and 


FIGURE  2 

F-18  Scan  (posterior  view),  Showing  Osteoblastic  Ac- 
tivity in  Left  Femur. 


irrigation,  and  occasionally  obscures  sacral  le- 
sions. The  dependence  on  osteoblastic  activity 
means  that  some  completely  osteoclastic  lesions 
will  be  missed.  The  method  is  not  specific  for 
malignancy;  positive  scans  are  obtained  in  sep- 
tic arthritis  (French  and  McCready,  1967), asep- 
tic necrosis,  Paget’s  disease,  eosinophilic  granu- 
loma, chondroma  (Faber  et  al.,  1967),  and  any 
type  of  fracture,  benign  or  malignant.  With  the 
exception  of  compression  fractures,  however, 
the  differential  diagnosis  is  usually  not  difficult. 

Once  diagnosed,  bone  metastases  presage  a 
miserable  clinical  course,  often  ending  in  nar- 
cotic addiction  and  prolonged  “terminal  care.” 
The  use  of  phosphorus-32  (P-32)  offers  major 
relief  for  many  patients  but  has  been  neglected 
despite  a long  history  of  successful  use. 

Phosphorus  is  known  to  concentrate  in  bony 
metastases.  Because  phosphorus  is  an  essential 
component  of  tissue,  including  DNA  and  RNA, 
P-32  with  a half-life  of  14.3  days  has  a destruc- 
tive effect  about  twice  that  expected  from  its 
radioactivity.  At  the  time  of  emission  of  a 1.7- 
mev  beta  particle,  the  atom  of  P-32  becomes 
an  atom  of  sulfur 

(?6P  “»  ?5S  + > 

which  cannot  maintain  the  chemical  bonds  in 
which  the  phosphorus  had  joined.  Thus  the  in- 
tegrity of  the  molecule,  and  often  of  the  cell, 
is  destroyed. 

The  first  patients  were  treated  with  P-32  with- 
out special  preparation  ( Bell  and  Low-Beer, 
1955 ) , but  in  1950  Hertz  reported  that  “pretreat- 
ment of  patients  by  testosterone  and  oestrogens 
promotes  positive  balance  of  PCL  in  the  body 
. . .”  and  produces  higher  tumor-to-normal  tissue 
uptake  of  P-32.  Maxfield  et  al.  (1958),  in  their 
second  series,  used  testosterone  before  and  dur- 
ing treatment,  and  most  authors  have  followed 
their  lead,  confining  themselves  to  androgenic 
stimulation,  which  temporarily  exacerbates  the 
pain  in  prostatic  carcinoma.  Joshi  et  al.  (1965) 
reported  promising  results  with  estrogen  in  two 
cases,  but  no  further  investigation  seems  to  have 
been  done.  It  has  been  assumed  that  the  incre- 
mental uptake  is  related  to  the  anabolic  effect 
of  androgen,  but  no  further  verification  has  been 
done  by  those  quoting  Hertz’s  four-paragraph 
abstract,  which  was  published  just  before  his 
death. 

Other  attempts  to  improve  tumor  concentra- 
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TABLE  3 

P-32  Therapy  Regimen.  — After  Maxfield  et  al.,  1958 

Radiophosphorus  PPPPP  PPP 

Day  0 1 2 3 4 5 6 7 8 9 10  11  12  13  14  15  16  17  18  19 

Hormone  ^TTTTTTTTT  TTTTTTTTT  E 

P = 32P  1.5  millicuries  IV 
T = Testosterone  100  mg  IM 
K = Estrogen  stopped 
E = Estrogen  resumed 


tion  of  P-32  have  included  use  of  polymeta- 
phosphate P-32  in  place  of  the  usual  sodium 
phosphate  (Kaplan  et  al.,  1960),  concurrent 
parathormone  (Tong  and  Rubenfeld,  1967),  and 
combination  with  adrenalectomy  ( Storaasli  et 
al.,  1961),  none  of  which  has  shown  any  con- 
vincing advantage  over  testosterone. 

Most  authors  have  followed  some  modifica- 
tion of  the  Maxfield  regimen  (Table  3):  dis- 
continuance of  other  hormonal  treatment,  daily 
intramuscular  administration  of  testosterone  for 
5 days,  then  intravenous  sodium  phosphate  P-32 
in  daily  doses  of  1.5  millicuries,  to  a total  of  from 
7.5  to  20  millicuries  (usually  12  to  15).  Since 
gastrointestinal  absorption  is  about  75%  of  in- 
travenous, if  oral  administration  is  chosen,  the 
dosage  must  be  adjusted  accordingly.  Testoster- 
one is  continued  until  5 days  after  completion 
of  the  course  of  P-32,  when  other  therapy  is  re- 
sumed if  desired. 

Maxfield  et  al.’s  (1958)  statement  that  divided 
doses  are  preferable  has  usually  been  accepted. 
Theoretically,  treatment  should  be  timed  by 
the  difference  in  division  time  between  tumor 
cells  and  bone  marrow,  but  this  is  difficult  or 
impossible  to  determine.  No  controlled  studies 
of  varying  regimens  have  been  carried  out,  but 


TABLE  4 

Efficacy  of  P-32  Treatment  in  Relief  of  Painifrom 
Bony  Metastases 


Year 

Total 

Relief 

Prostate 

Maxfield  et  al. 

1958 

21 

16 

Donati  et  al. 

1966 

12 

11 

Joshi  et  al. 

1965 

13 

13 

Kaplan  et  al. 

1960 

13 

12 

Morales  et  al. 

1970 

13 

11 

Morin  and  Stevens 

1967 

6 

6 

Parsons  et  al. 

1962 

10 

10 

Smart 

1965 

9 

9 

97 

87 

Breast 

Maxfield  et  al. 

1958 

137 

129 

Mandel  and  Chiat 

1967 

14 

12 

Riordan  and  Browne 

1966 

30 

20 

Tong  and  Rubenfeld 

1967 

6 

4 

Walton 

1965 

52 

39 

139” 

204 

Morin  and  Stevens  ( 1967 ) gave  a single  dose 
with  comparable  results. 

Clinical  response  in  reported  series  has  been 
excellent.  Pain  relief,  judged  moderate  to  com- 
plete, has  been  obtained  in  86%  of  the  cases 
summarized  in  Table  4.  The  periods  of  follow- 
up have  been  variable,  but  many  patients  have 
been  relieved  of  all  requirement  for  narcotics 
until  death  from  soft-tissue  metastases.  Some, 
bedridden  and  semicomatose,  have  become  am- 
bulatory and  even  employable;  one  case  of  re- 
lief from  paraplegia  was  reported  by  Joshi  et  al. 
(1956).  Storaasli  et  al.  (1961),  who  regarded 
pain  relief  as  too  subjective  to  merit  reporting, 
noted  recalcification  in  11  of  42  patients,  and 
this  effect  has  been  commonly  noted  by  others. 
When  pain  has  recurred  after  relief,  some  sec- 
ond courses  have  been  given,  but  such  recur- 
rence has  often  shortly  preceded  death. 

The  only  significant  side  effect  has  been  mar- 
row depression,  which  was  expected  from  ex- 
perience with  P-32  in  polycythemia  vera.  The 
effect  on  red  cell  production  has  been  difficult 
to  assess,  as  anemia  had  existed  before  treat- 
ment in  many  cases.  Leukopenia  has  definitely 
followed  P-32  treatment  in  some,  probably  in 
most  cases,  but  has  not  required  hospitalization 
or  antibiotic  coverage.  It  has  not  been  a serious 
clinical  problem. 

My  own  experience  with  5 patients  must  be 
considered  anecdotal  but  is  very  encouraging 
(Table  5).  All  but  one  (EB)  were  taken  off 
narcotics  after  therapy,  and  in  this  case,  habiua- 
tion  was  suspected.  Each  patient,  originally  bed- 
ridden, became  fully  ambulatory  and  returned 
to  normal  activities: 

Case  Report.  (P.W. ) This  man,  bom  in  1907, 
was  found  to  have  a grade  3 adenocarcinoma  of 
the  prostate  in  November  1964.  Orchiectomy  was 
done,  and  he  was  placed  on  TACE.  In  1968, 
cobalt-60  was  given  to  the  posterior  sacrum  and 
left  hip  for  pain,  with  good  relief.  In  September 
1969,  increasing  pain  in  the  back  and  pelvis 
required  hospitalization  and  increase  in  narcotics 
to  the  point  of  somnolence.  X-ray  showed  le- 
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EB 

JP 

JM 


TABLE  5 

Results  of  P-32  Treatment  Following  Regimen  of  Table  2 at  Tucson  Medical  Center 


and 

St.  Joseph’s  Hospitals 

, Tucson 

Duration  of  Life 

Primary 

Time  after 

Sites  of  Bony 

after  P-32 

Duration  of 

»e 

Site 

Diagnosis 

Metastases 

Treatment 

Pain  Relief 

Degree 

64 

M 

Prostate 

5 y 

Pelvis,  ribs, 

9 mo 

6 mo 

Excellent 

lumbar  spine 

42 

F 

Breast 

1 y 9 mo 

Femur,  pelvis, 

3 mo 

3 mo 

Complete 

sacrum 

64 

M 

Prostate 

1 y 

Ribs 

4 mo 

4 mo 

Good 

76 

M 

Prostate 

2 y 

Thoracic  spine. 

2 mo 

IV2  mo 

Excellent 

pelvis 

71 

M 

Prostate 

5 y 

Pelvis,  femur 

sions  in  pelvis,  sacrum,  multiple  lumbar  verte- 
brae, T-12,  and  several  ribs.  TACE  was  stopped 
and  androgen  started  on  10/14/69,  and,  as  ex- 
pected, pain  worsened  and  narcotic  requirement 
increased.  P-32  was  started  on  10/20/69,  and 
pain  decreased  so  rapidly  that  no  narcotics  were 
required  after  10/23/69.  He  was  up  in  a walker 
before  discharge  on  11/15/69,  and  in  January 
was  fully  ambulatory  and  pain  free,  although 
new  lesions  had  appeared  in  pelvis,  ribs  and 
scapulae  by  X-ray.  Severe  back  pain  recurred 
in  April  1970  but  responded  quickly  to  local 
X-ray  therapy.  The  patient  died  pain  free  be- 
tween outpatient  appointments  in  June  1970. 
Following  treatment,  his  WBC  fell  from  9,700 
with  normal  differential  to  3,600  with  6% 
lymphs,  84%  polys,  and  5%  bands  on  11/13/69, 
then  recovered  spontaneously.  The  hematocrit 
was  32  at  time  of  first  treatment,  fell  to  20  on 
11/13/69.  After  2 units  of  whole  blood  were 
given,  the  patient  remained  mildly  anemic,  but 
no  further  transfusions  were  required. 

In  reviewing  the  sparse  literature  and  discuss- 
ing P-32  treatment  with  physicians  in  other 
areas,  one  is  struck  by  the  obscurity  in  which 
this  effective  therapy  remains.  The  Maxfields’ 
original  158  cases  represent  nearly  half  the  total 
reported.  Increasingly  narrow  specialization  and 
“grantsmanship”  may  contribute  heavily  to  this 
lack  of  interest.  Nuclear  Medicine  has  few  ef- 
fective therapeutic  applications  and  has  there- 
fore emphasized  diagnosis.  Oncology,  on  the 
other  hand,  has  been  increasingly  concerned 
with  complex  chemotherapeutic  regimens  for 
which  funds  have  been  readily  available  (until 
very  recently).  The  use  of  P-32  has  largely  re- 
mained in  the  hands  of  hematologists,  who  are 
concerned  with  a different  group  of  patients 
than  those  we  have  discussed.  It  is  hoped  that 
this  useful  therapeutic  agent  will  become  better 
known  to  the  physicians  caring  for  these  patients 
and  that  further  investigation  into  its  radiobio- 
chemistry will  be  stimulated. 
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THE  SENIOR  MEDICAL  CONSULTANTS  PROGRAM 


In  recent  months,  Dr.  Joseph  Moldaver,  Emer- 
itus Associate  Clinical  Professor  of  Neurology 
at  Columbia  University,  has  organized  a pro- 
gram with  the  support  of  the  National  Insti- 
tutes of  Health  to  bring  senior  physicians  to 
teaching  hospitals  as  consultants.  This  effort 
deserves  general  support  because  it  is  designed 
to  do  two  things:  1)  enhance  continuing  educa- 
tion programs  of  community  hospitals,  and  2) 
harness  the  capabilities  of  experienced  medical 
teachers  and  clinicians  in  this  regard  following 
their  retirement. 

It  is  a well-known  fact  that  many  institutions 
have  a mandatory  retirement  age,  and  that  this 
rule  is  not  always  to  the  best  interests  of  the 
public,  the  profession,  or  to  the  individual  him- 


self. The  age  for  retirement  should  be  flexible 
enough  to  retain  the  talents  of  those  physicians 
who  remain  active  and  effective  and  to  capitalize 
on  their  experience.  Fortunately,  The  Senior 
Medical  Consultants  Program,  if  expanded,  can 
provide  an  important  outlet  for  such  men,  and 
at  the  same  time  to  be  of  great  assistance  in 
medical  education.  The  consultants  receive  an 
honorarium  of  $100  per  hospital  visit  from  the 
NIH  grant. 

Any  program  which  serves  medical  education 
and  experienced  senior  physicians  and  surgeons 
in  this  regard  should  be  beneficial  to  the  profes- 
sion and  the  public.  Establishment  of  this  plan 
on  a nationwide  basis  would  be  worthwhile. 

John  R.  Green,  M.D. 
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CALORIES/  1 Cup  Prepared  Soup* 

Beef  Broth 

25 

Vegetable 

77 

Consomme 

33 

Tomato 

79 

Chicken  with  Rice 

49 

Cream  of  Asparagus 

80 

Chicken  Gumbo 

55 

Cream  of  Chicken 

87 

Chicken  Noodle 

62 

Beef 

99 

Chicken  Vegetable 

68 

Cream  of  Potato 

105 

Turkey  Noodle 

72 

Cream  of  Mushroom 

131 

Vegetable  Beef 

75 

Green  Pea 

131 

In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 


here’s  a soup 
for  almost  every  patient  and  diet 
.for  every  meal  ^ 

and,  it’s  made  by  VttfTlpvfxl 
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President 

James  L.  Grobe,  M.D. 


One  of  the  privileges  accorded  the  president 
of  the  Arizona  Medical  Association  is  the  pre- 
paration of  material  for  the  President’s  Page  of 
Arizona  Medicine.  This  provides  one  the  oppor- 
tunity to  discourse  on  many  subjects  and  express 
personal  ideas,  fears,  frustrations,  concerns  and 
gratifications. 

It  has  been  gratifying  to  me  to  see  improve- 
ment in  the  relationship  between  ArMA  and  its 
constituent  chapters.  I remain  concerned  about 
the  quantity  and  quality  of  our  liaison  but  I feel 
sure  this  relationship  will  continue  to  improve 
as  dedicated  men  of  good  faith  work  toward 
the  common  goals  of  maintaining  the  private 
practice  of  medicine  and  providing  more  health 
care  services  for  the  people  of  Arizona. 

It  has  been  a pleasing  experience  to  watch  the 
way  in  which  the  ArMA  malpractice  insurance 
program  has  continued  to  grow.  Our  members 
have  available  a good  protection  program,  thanks 
to  the  efforts  of  people  like  Dr.  Fred  Landeen. 

Another  source  of  satisfaction  has  been  the 
great  amount  of  work  done  by  the  various  com- 
mittees of  ArMA.  My  thanks  to  them  for  the 
many  hours  of  service  and  personal  sacrifice  of 
leisure  time. 

The  1972  ArMA  House  of  Delegates  will  de- 
cide if  we  are  to  have  a statewide  foundation. 
An  Arizona  Foundation  should  be  established, 
and  I am  concerned  that  it  should  be  structured 
so  that  there  is  appropriate  representation  for 
every  doctor  in  our  state. 

I would  also  like  to  acknowledge  the  great 
debt  I owe  to  Mr.  Bruce  Robinson  and  Mr.  Gary 
Barnett  and  the  entire  staff  of  ArMA.  Their 
dedicated  efforts  have  made  this  an  easy  year 
for  me.  They  do  the  job  in  an  efficient  and 
pleasant  way,  without  complaints.  We  are  for- 
tunate to  have  such  fine  staff  personnel. 

I fear  that  the  future  of  organized  medicine 
promises  to  be  more  confusing,  frustrating  and 
challenging,  but  I am  sure  that  Dr.  John  Stand- 
ifer  will  be  equal  to  the  demands  placed  upon 
him  during  the  coming  year,  and  I wish  him 
great  success  and  smooth  sailing  in  his  year  as 
President. 

Thanks  to  all  for  the  honor  and  privilege  of 
being  President  of  ArMA. 
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A CENTER  OF  RESEARCH  IN  PULMONARY 
DISEASES  AT  THE  COLLEGE  OF  MEDICINE 


Last  June,  the  National  Heart  and  Lung  Insti- 
tute awarded  a grant  to  the  University  of  Arizona 
College  of  Medicine  to  establish  a Specialized 
Center  of  Research  in  Pulmonary  Diseases.  This 
Center,  under  the  direction  of  Dr.  Benjamin  Bur- 
rows, is  one  of  eleven  in  the  United  States.  Its 
purpose  is  to  study  several  aspects  of  the  chronic 
bronchitis-emphysema  problem,  coordinating  re- 
search programs  in  Clinical  Epidemiology,  Clin- 
ical Pulmonary  Physiology,  Pediatrics,  Radiol- 
ogy, Pathology  and  Cardiology. 

The  Core  Program  of  the  Center,  operated  by 
the  Section  of  Pulmonary  Diseases  of  the  Med- 
ical School,  involves  a systematic  study  of  fami- 
lies in  Tucson  in  regard  to  factors  which  may 
be  related  to  respiratory  diseases,  including 
symptoms  of  these  diseases,  tests  of  lung  func- 
tion, levels  of  alphai-antitrypsin,  and  evidences 
of  atopic  predispositions.  Representative  fami- 
lies from  the  population  will  be  obtained  through 
the  auspices  and  cooperation  of  the  Arizona 
Health  Survey,  a joint  project  of  Arizona  Region- 
al Medical  Program  and  Pima  County  Health 
Department.  Families  included  in  the  studies 


will  be  followed  for  many  years  to  measure  rates 
of  change  in  lung  function  and  to  determine  the 
onsets  of  clinical  evidences  of  chronic  obstruc- 
tive lung  diseases.  Epidemiological  investiga- 
tions, in  conjunction  with  special  studies  of  sub- 
groups of  patients,  will  provide  data  concern- 
ing: (A)  The  importance  of  genetic  factors,  in- 
cluding alphai-antitrypsin  deficiency,  in  the 
genesis  of  these  diseases;  (B)  The  relationship 
of  childhood  respiratory  illnesses  and  atopic 
bronchial  asthma  to  the  development  of  the 
chronic  bronchitis-emphysema  problem;  ( C ) The 
natural  history  of  obstructive  lung  diseases  and 
the  onset  of  lung  function  deterioration,  includ- 
ing means  for  early  detection  of  the  disorders; 
(D)  The  relationship  of  physiological  findings 
and  clinical  symptoms  to  anatomical  and  radio- 
graphic  abnormalities  of  lungs  and  small  air- 
ways; (E)  The  late  consequences  of  acute  viral 
bronchiolities  in  infants  and  children  (F)  The 
development  of  cardiovascular  complications  in 
patients  with  airways  obstruction;  ( G ) The 
mechanisms  of  development  of  airflow  obstruc- 
tion; and  (H)  The  influence  of  various  environ- 
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mental  and  social  factors  on  development  of  the 
chronic  bronchitis-emphysema  syndrome. 

In  addition  to  the  epidemiological  study,  a 
computer  registry  of  patients  with  chronic  and 
recurrent  lung  diseases  will  be  developed  so 
that  the  natural  history  of  these  diseases  can 
be  better  ascertained. 

The  project  has  received  the  approval  of  the 
Pima  County  Medical  Society.  Successful  com- 
pletion of  its  objectives  requires  a close  working 
relationship  between  the  investigators  and  phy- 
sicians in  the  community.  Steps  are  being  taken 
to  assure  that  results  of  all  aspects  of  the  study 
and  data  on  specific  individuals  are  readily 
available  to  the  subjects’  personal  physicians. 

Responsible  investigators  in  the  Specialized 
Center  of  Research  (SCOR)  include:  Benjamin 
Burrows,  M.D.,  Professor  of  Internal  Medicine, 
SCOR  Director;  Cooley  Butler,  II,  M.D.,  Assis- 
tant Professor  of  Pathology;  Senior  Investigator, 
Pathology  Project;  Paul  Capp,  M.D.,  Professor 
and  Head  of  the  Department  of  Radiology;  Sen- 
ior Investigator,  Radiology  Project;  Carl  Diener, 
M.D.,  Assistant  Professor  of  Internal  Medicine; 
Co-Investigator,  Emphysema  Project;  Vincent 
Fulginiti,  M.D.,  Professor  and  Head  of  Depart- 
ment of  Pediatrics;  Senior  Investigator,  Pediatric 
Projects;  Thomas  Harris,  M.D.,  Assistant  Profes- 
sor of  Pediatrics;  Co-Investigator,  Pediatric  Proj- 
ect; Alan  Humphrey,  Ph.D.,  Assistant  Professor 
of  Community  Medicine;  Consultant  in  Biosta- 
tistics; Louis  Kettel,  M.D.,  Associate  Professor  of 
Internal  Medicine;  SCOR  Associate  Director; 
Ronald  Knudson,  M.D.  Associate  Professor  of 
Internal  Medicine;  Director,  SCOR  Physiology 
Laboratories;  Michael  Lebowitz,  Ph.D.,  Assis- 
tant Professor  of  Internal  Medicine;  SCOR  Epi- 
demiologist-Biostatistician; Frank  Marcus,  M.D., 
Professor  of  Internal  Medicine;  Senior  Investiga- 
tor, Cardiology  Project;  James  Morse,  M.D.,  As- 
sistant Professor  of  Internal  Medicine;  Director, 
SCOR  Alphai-Antitrypsin  Laboratory;  Brendan 
Phfybs,  M.D.,  Associate  Professor  of  Internal 
Medicine;  Co-Investigator,  Cardiology  Projects; 
Otto  Sieber,  M.D.,  Assistant  Professor  of  Pedia- 
trics; Co-Investigator,  Pediatric  Project;  Hugh 
Thompson,  M.D.,  Professor  of  Community  Medi- 
cine; Co-Investigator,  Pediatric  Project. 


WILLIAM  B.  McGRATH,  M.D. 


NEUROSIS: 

THE  EFFORT  TO  SAVE  FACE 

Any  discussion  of  neurosis  meets  the  imme- 
diate obstacle  and  embarrassment  of  language. 
Serious  words  are  used  to  describe  absolute  non- 
sense, and  then  the  nonsense  is  taken  seriously. 

When  Freud  began  to  uncover  the  workings  of 
the  unconscious,  he  employed  descriptive  words 
which  were  already  charged  with  emotion,  and 
the  world  recoiled  with  fear  and  revulsion.  No 
wonder.  Consider  such  terms  as  oral  eroticism 
or  incestuous  strivings  or  castration  complex.  At 
an  adult,  rational  level  they  might  signify  real 
morbidity  or  sordidness.  But  when  they  have 
reference  to  the  unconscious  these  terms  are 
almost  completely  drained  of  meaning.  Similari- 
ties are  not  to  be  confused  with  identities.  If 
sexuality,  for  example,  relates  to  mating  and 
reproduction,  then  the  concept,  infantile  sexual- 
ity, is  a contradiction  in  terms.  Any  event  or  ex- 
perience that  takes  place  in  the  unconscious  is 
amorally  groping  and  very,  very  insignificant. 

To  get  a more  realistic  and  wholesome  per- 
spective of  the  unconscious  one  might  compare 
it  with  a puppy.  Of  course  the  pup  will  tumble 
his  brothers  and  sisters,  explore  their  anatomy 
and  shove  rudely  to  be  first  and  longest  at  the 
breast.  He  may  even  make  copulatory  move- 
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ments  against  our  leg  or  growl  at  us.  We  know 
that  a swat  will  put  a stop  to  such  nonsense. 
And  we  assume  that  with  a little  training  the 
pup  will  outgrow  most  of  these  patterns  of  be- 
haviour and  forget  them. 

Unless  the  puppy  actually  intends,  and  unless 
we  really  mean  it,  we  ought  not  say  of  him  that 
he  wants  to  murder  his  father  and  kill  off  the 
rival  siblings,  impregnate  his  sisters  and  take 
carnal  possession  of  his  mother! 

For  the  first  time  in  Caucasian  history  it  is 
beginning  to  dawn  on  people  that  there  is  no 
reason  to  be  afraid  or  ashamed  of  the  uncon- 
scious. Hence  quietly  phasing  themselves  out  will 
be  the  private  defense  mechanisms,  the  tech- 
niques by  which  one  struggled  to  deny  or  dis- 
guise or  bribe  the  unconscious:  repression  and 
resistance;  reaction  formation  and  fixation  and 
regression;  dissociation  and  symbolization  and 
conversion;  compulsions  and  phobias.  None  of 
these  is  necessary  to  the  person  who  learns  that 
he  can  be  honest  with  himself. 

There  are  other  mental  mechanisms  which 
are  called  into  play  when  the  individual  feels 
that  he  canont  afford  to  be  completely  honest 
with  others. 

Identification.  An  unsatisfactory  image  of  one’s 
self  can  readily  be  concealed  in  some  kind  of 
membership.  Such  occurs  with  the  “profession- 
al” disabled  veteran  or  injured  workman.  Here, 
too,  are  the  political  hangers-on  and  the  name- 
droppers  and  all  those  whose  self-importance  is 
postural  and  secondhand. 

Compensation.  The  person  who  suspects  that 
he  might  be  inferior  or  questionably  welcome 
or  poorly  qualified  for  his  role  will  polish  his 
image  by  constant  boasting  or  decorate  it  with 
ribbons  of  exaggeration  and  misrepresentation. 
Or  if  the  inadequacy  is  more  specific  he  will 
keep  his  attention  and  ours  focussed  on  some 
other  area  in  which  he  does  have  something  to 
offer.  The  mechanism  is:  Don’t  look  at  me;  look 
at  my  clothing  or  my  car  or  my  biceps  or  my 
diplomas. 

Projection.  An  individual  will  quickly  recog- 
nize or  imagine  in  others  those  attitudes  and 
inclinations  which  he  does  not  want  to  admit 
in  himself.  One  way  to  avoid  criticism  is  to  be 
constantly  critical  of  others.  People  who  are  un- 
willing to  accept  full  responsibility  for  their 
lives  will  always  shift  part  of  the  responsibility 
to  anything  from  evil  spirits  to  the  horoscope  to 
hypoglycemia. 


Rationalization.  A person  can  usually  find 
plausible  excuses  for  any  reprehensive  behavior 
or  mistake.  Alternatively  one  can  proffer  an 
after-the-fact  and  more  acceptable  motive  for 
wha  he  has  done.  This  is  convenient  because 
motivation  cannot  be  detected  or  measured. 
Whatever  the  failures  of  his  own  making,  the 
rationalizer  will  not  concede  that  he  is  wrong, 
will  always  portray  himself  as  the  victim  of  cir- 
cumstances. 

So;  the  paranoid  overrates  himself,  overesti- 
mates his  talent  or  influence,  and  comes  into 
conflict  with  those  who  see  him  in  his  true 
dimension.  The  manic  does  something  similar 
but  episodically,  and  he  is  almost  always  bluff- 
ing. The  depressive,  of  course,  does  just  the  op- 
posite. 

The  aggressive  and  the  sociopath  may  be  pri- 
vately aware  of  their  own  limitations  but  they 
will  insist  on  overselling  themselves.  The  hy- 
steric, too,  will  project  a false  image,  a promise 
of  erotic  or  other  hospitality  which  is  histronic 
and  insincere. 

Now  consider  how  vitally  important  it  is  for 
a person  not  to  lose  face.  A man  had  rather 
die  than  take  a shattering  blow  to  the  image 
he  presents  to  those  around  him.  Maybe  this 
goes  back  to  times  when  to  lose  face  meant  the 
terrible  fate  of  ostracism  and  exile;  or  to  lose 
face  was  literally  to  be  killed,  as  when  the  crowd 
turned  thumbs  down  to  the  clumsy  gladiator. 
The  word,  mortification,  still  smells  of  gangrene 
and  death.  Shame,  as  in  “shame-faced”  or  “shame 
on  you”  probably  comes  from  the  same  root  as 
the  vulgar  word  for  faeces. 

To  put  it  as  simply  as  possible:  A man  needs 
to  consider  himself  and  to  be  considered  intelli- 
gent and  courageous.  From  these  two  essential 
traits  almost  all  other  virtues  are  derived.  But 
pride  goeth  before  a fall.  In  the  course  of  at- 
taining prominence  a person  naturally  becomes 
more  narcissistic  and  so  more  vulnerable,  climb- 
ing out  of  the  protection  of  anonymity.  Whether 
tangible  or  not,  one’s  uniform  or  title  makes  its 
own  severe  demands:  policeman  or  publisher  or 
priest,  chairman  or  skipper  or  ironworker.  This 
is  especially  applicable  to  any  profession;  it  is 
implied  in  the  term  itself,  to  profess.  Hidden 
in  any  costume  is  the  sword  of  the  samurai, 
pointing  at  self. 

One  sits  in  front  of  a vanity,  a winged  mirror 
reflecting  three  different  selves,  a trinity.  The 
objective  person  is  there  in  extrensional  reality. 
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To  one  side  is  a subjective  image,  the  person  as 
he  sees  himself.  On  the  other  side  is  the  image 
he  projects,  the  way  he  believes  he  is  viewed 
by  others  or  wants  to  be.  The  whole  task  of  the 
individual  is  to  bring  these  three  images  into 
focus  so  that,  superimposed,  they  nearly  coin- 
cide. 

Any  gross  lack  of  accordance  or  correspon- 
dence is  a measure  of  psychiatric  illness.  The 
individual  either  has  or  wants  an  unrealistic 
opinion  of  himself  or  he  is  putting  on  a front  for 
others. 

In  the  first  instance  he  needs  to  devaluate  his 
thoughts  and  feelings.  He  must  learn  to  judge 
himself  not  by  what  he  is  or  thinks  he  is,  but 
only  by  what  he  does.  Take  such  a term  as 
latent  homosexuality.  Actually  (in  actuality)  it 
has  no  meaning.  If  homosexuality  is  what  one 
does  — morally  significant  behavior  — then 
latent  is  a pure  negation.  This,  by  the  way, 
illustrates  why  we  emphasize  the  practice  of 
looking  closely  at  nouns,  nominal  labels,  to  see 
whether  they  are  really  verbs.  Homosexuality, 
like  alcoholism,  is  a verb. 

The  mucilage  of  neurosis  is  muddleheaded 
thinking,  with  faulty  use  of  language.  This  is  a 
very  sticky  hindrance  to  our  work.  An  example 
is  the  relationship  of  guilt  to  anxiety,  which  is 
readily  understood.  But  then  people,  even  pro- 
fessionals, begin  talking  about  feelings  of  guilt, 
the  emotion  of  guilt.  For  goodness  sake,  guilt  is 
not  an  emotion.  It  is  a fact,  yes  or  no,  actual  or 
imaginary.  When  guilt  is  real,  then  anxiety  as 
the  fear  of  consequences  would  seem  warranted. 
If  guilt  is  imaginary,  as  in  an  impulse,  a wish, 
a fantasy  or  a latency,  then  there  are  no  con- 
sequences and  the  anxiety  is  manifestly  absurd. 

In  the  second  case,  that  of  an  individual  try- 
ing to  save  face  with  others,  there  is  one  feature 
which  is  surprisingly  overlooked.  Any  neurosis, 
and  every  constituent  mechanism  of  neurosis, 
will  always  be  at  someone  else’s  expense.  Shy- 
ness, for  a small  example,  might  seem  innocent 
and  appealing.  But  it  is  more  often  passive- 
aggressive;  and  it  does  push  onto  the  other  per- 
son the  unpleasant  burden  of  coaxing.  This  as- 
pect has  not  been  made  clear  to  the  neurotic 
and  he  has  not  thought  of  it  himself.  When  he 
does  finally  realize  it  he  will  begin  taking  the 
other  person  into  consideration,  and  he  will 
have  a strong  new  incentive  to  be  himself  and 
to  put  the  rest  of  us  at  ease. 


THE  WINSLOW  INCIDENT 

Dry  Gulch  Jake 

With  the  coming  of  a new  legislative  session, 
likened  by  some  cantankerous  taxpayers,  to  the 
second  coming  of  the  locusts,  now  that  they  are 
sitting  again  a bill  has  been  introduced  abolish- 
ing the  coroners  jury  and  placing  the  respon- 
sibility with  the  medical  examiner.  Would  that 
it  should  come  to  pass. 

One  coroners’  jury,  8th  of  April  1905,  came 
up  with  the  following  verdict  in  the  Territory  of 
Arizona  “Gunshot  in  the  hands  of  C.  I.  Houchs, 
sheriff  of  Navajo  County,  Arizona,  in  his  official 
duty  and  we  exonerate  him.”  This  was  rendered 
at  Canyon  Dieablo  then  a dying  town  thirty-five 
miles  or  so  east  of  Flagstaff  about  halfway  be- 
tween Flagstaff  and  Winslow  on  the  Santa  Fe 
Railroad.  The  deceased  was  said  to  have  been 
John  Shaw  and  he  had  run  out  his  string  in  a 
gunfight  in  which  he,  Shaw,  was  killed  and  his 
comrade  in  adventure  one  Bill  Smythe  was 
wounded  twice.  The  sheriff  C.  I.  Houchs  and 


The  smiling  corpse  just  removed  from  the  grave. 
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his  deputy  J.  C.  N.  Pemberton  emerged  un- 
scathed. 

“Twenty-one  bullets  were  fired  in  seconds, 
and  only  one  man  violated  the  customary  prac- 
tice of  loading  only  five  cartridges  by  filling 
the  sixth  chamber  of  his  gun.”1  That  odd  bullet 
saved  the  life  of  the  sheriff  and  killed  Shaw. 

How  such  a fulisade  of  bullets,  at  point  blank 
range,  garnered  so  few  casualties  was  the  talk 
of  the  Territory  for  months. 

To  retrack,  the  drama  began  something  like 
this.  Shaw  and  Smythe  held  up  a saloon  in 
Winslow  the  night  before,  but  before  doing  so, 
had  ordered  drinks  for  the  house.  Then  then 
robbed  their  fellow  drinkers  and  gamblers  and 
escaped  by  train  to  the  West  and  the  next  day 
in  the  evening  they  were  run  down  by  the  Sheriff 
and  his  deputy.  The  gunplay  ensued,  Shaw  was 
buried  across  the  tracks  in  the  small  Boot  Hill 
Cemetery  and  his  wounded  buddy  was  taken 
to  a hospital  in  Flagstaff. 

Well,  the  cowboys  in  Winslow  soon  heard  of 
Shaw’s  demise,  recalled  that  he  and  his  partner 
set  up  drinks  for  the  house,  but  didn’t  drink  their 
own  drink.  With  a snoot  full  of  booze  and  a 
bottlefull  of  the  same  material,  fifteen  of  the 
cowpunchers  boarded  the  train  headed  West 
to  take  a drink  to  their  departed  “friend.” 


So  they  arrived  at  Canyon  Diablo  Station, 
awakened  the  trading  post  owner  and  proprieter, 
borrowed  a shovel,  which  he  loaned  to  them  if 
they  promised  to  take  some  pictures  of  the  ex- 
humed. A trifle  forgotten  by  the  Sheriff  the 
day  before,  since  the  true  identity  of  the  dead 
robber  was  still  in  doubt. 

The  pictures  they  secured  should  be  ample 
proof  that  these  cowpokes,  exhumed  their  erst- 
while hold-up  friend,  gave  him  a drink  and 
recorded  it  for  all  posterity. 

The  pictures  exemplify  the  smiling  face  of 
rigor  mortis  and  the  grave  to  which  they  re- 
turned their  friend. 

There  is  no  surviving  record  as  to  what  the 
coroners  jury  thought  of  these  strange  actions, 
perhaps  they  all  repaired  to  the  saloon  for 
solace. 


So  back  to  his  box  with  his  drunk  cowboy  friends  looking 

on. 
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He  had  his  drink;  the  bottle  is  in  the  foreground. 
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Letters  to  Editor 
) 


Dr.  John  R.  Green 

Arizona  Medicine 

810  West  Bethany  Home  Road 

Phoenix,  AZ  85013 

Dear  Sir: 

I am  editing  a book  on  the  role  of  faith  or 
religion  in  healing  from  a physician’s  standpoint. 
Any  physician  interested  in  contributing  to  this 
book,  please  write  to  the  following  address: 

Claude  A.  Frazier,  M.D. 
4-C  Doctors  Park 
Asheville,  N.C.  28801 
Sincerely, 

Claude  A.  Frazier,  M.D. 


March  6,  1972 

Patrick  P.  Moraca,  M.D. 

President 

Maricopa  County  Medical  Society 
2025  North  Central  Avenue 
Phoenix,  Arizona  85004 

Dear  Dr.  Moraca: 

The  Professional  Services  Division  of  the  Val- 
ley National  Bank  was  established  in  November 
1962  — a division  designed  for  the  exclusive 
use  of  doctors  in  obtaining  all  banking  services 
on  a personalized  basis.  A loan  program  for  new 
doctors  was  instituted  through  the  cooperation 
of  your  Medical  Society. 

During  this  ten  year  period  as  Manager  of 
this  division,  I have  had  the  privilege  of  assist- 
ing several  hundred  new  physicians  in  financing 
their  new  practices;  loaning  money  to  acquire 
medical  equipment  and  office  furnishings  and 
money  to  pay  office  operating  and  living  ex- 
penses during  the  initial  low  income  period  of 
the  practice.  We  have  also  made  loans  to  estab- 
lished physicians  for  expansion  of  their  prac- 
tices, medical  building  projects,  home  modern- 
ization, personal  investments,  automobile  pur- 
chases and  home  mortgage  loans.  We  have  as- 
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sisted  in  financial  management,  estate  planning 
and  employee  benefit  programs  involved  in  pro- 
fessional corporations  and  Keogh  plans. 

I have  not  had  the  opportunity  call  on  all 
of  the  physicians  to  personally  thank  them  for 
the  opportunities  we  have  had  to  serve  them 
and  for  their  continuing  customer  relationship 
with  the  Valley  National  Bank,  and  would  ap- 
preciate very  much  your  extending  such  thanks 
for  me  as  the  opportunity  may  arise  during  the 
various  meetings  you  convene  as  President  of 
the  Medical  Society. 

I would  also  like  to  take  this  opportunity  to 
tell  you  about  an  innovation  in  our  Medac  Sys- 
tem ( automated  billing  and  bookkeeping  for 
physicians’  offices).  It  is  called  “VOICE”  — 
“VALLEY  ON-LINE  INFORMATION  CEN- 
TER.” Very  briefly,  it  replaces  the  IBM  1001 
Transmitter  presently  being  used  to  transmit 
data  from  the  physician’s  office  to  our  Business 
Systems  Center.  With  the  introduction  of  the 
new  system  our  clients  will  use  a touch-tone 
phone  in  their  offices  to  input  the  data,  and  the 
computer  will  talk  to  our  clients  in  a very  nice 
female  voice.  The  system  will  be  set  up  for 
demonstration  at  the  Arizona  Medical  Associa- 
tion Annual  State  Meeting  at  the  Safari  Hotel  in 
Scottsdale  April  25  through  29.  We  will  also 
have  a Valley  National  Bank  Hospitality  Room 
in  Room  310  of  the  Safari  Hotel  and,  as  we  have 
in  past  years,  we  will  hold  an  informal  confer- 
ence on  Professional  Corporations  and  other 
timely  subjects  of  interest  to  the  doctors.  Each 
day  throughout  the  meeting,  from  noon  until 
6:00  p.m.,  we  will  maintain  an  advisory  panel 
of  representatives  of  our  Trust  Department, 
accountants,  attorneys  and  experienced  life  un- 
derwriters to  discuss  your  individual  questions. 
A representative  of  the  new  “VOICE”  system 
will  also  be  there  to  answer  your  individual 
questions. 

Again  with  many  thanks  to  you  and  your  col- 
leagues, I am 


Sincerely, 

Roman  G.  Mislicky 


ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

NOMINATING  COMMITTEE 

The  meeting  of  the  Nominating  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  Sunday,  Febru- 
ary 13,  1972,  at  810  West  Bethany  Home  Road, 
Phoenix,  Arizona,  convened  at  1:05  p.m.,  Fred  H. 
Landeen,  M.D.,  Past  President  and  Chairman  presiding. 

ROLL  CALL 

PRESENT:  Fred  H.  Landeen,  M.D.,  Chairman 
County  Represented  by 

Coconino  (1)  — Richard  T.  McDonald,  M.D. 

Gila  (1)  — William  E.  Bishop,  M.D. 

Maricopa  (2)  — W.  Scott  Chisholm,  Jr.,  M.D.  and 
Robert  L.  Maresca,  M.D. 

Navajo  (1)  — Harry  S.  Beckwith,  M.D. 

Pima  (2)  — Richard  L.  Dexter,  M.D.  and  Seymour  I. 
Shapiro,  M.D. 

Pinal  (1)  — Oscar  V.  Moreno,  M.D. 

ABSENT: 

Apache  (1)  — Arnold  H.  Dysterheft,  M.D. 

Cochise  (1)  — Joseph  Saba,  M.D. 

Graham  (1)  — no  delegate  specified 
Greenlee  (1)  — no  delegate  specified 
Mohave  (1)  — no  delegate  specified 
Santa  Cruz  (1)  — no  delegate  specified 
Yavapai  (1)  — John  E.  Oakley,  M.D. 

Yuma  (1)  — James  F.  Martin,  M.D. 


SLATE  OF  CANDIDATES 

IT  WAS  MOVED  AND  CARRIED  TO  SUBMIT  THE 
FOLLOWING  AS  THE  SLATE  OF  CANDIDATES  TO 
THE  HOUSE  OF  DELEGATES: 

President-Elect  (1972-73) 

Philip  E.  Dew,  M.D. 

Christopher  A.  Guarino,  M.D. 

Vice  President  (1972-73) 

Patrick  P.  Moraca,  M.D. 

William  G.  Payne,  M.D. 

Secretary  (1972-73) 

Herbert  Dozoretz,  M.D. 

Edward  Sattenspiel,  M.D. 

Treasurer  (1972-73) 

Jerry  L.  Dodson,  M.D. 

William  C.  Scott,  M.D. 

Speaker  of  the  House  (1972-73) 

Ray  Fife,  M.D. 

Robert  A.  Price,  M.D. 

Editor-in-Chief  (1972-73) 

John  R.  Green,  M.D. 

John  F.  Kahle,  M.D. 

Delegate  to  AMA  (1/1/73-12/31/74) 

Richard  S.  Armstrong,  M.D. 

Seymour  I.  Shapiro,  M.D. 


Alternate  Delegate  to  AMA  (1/1/73-12/31/74) 

Arthur  V.  Dudley,  Jr.,  M.D. 

Harold  W.  Kohl,  Jr.,  M.D. 

Central  District  Director  (1972-75) 

Wallace  A.  Reed,  M.D. 

Albert  G.  Wagner,  M.D. 

Central  District  Director  (1972-75) 

Arthur  R.  Nelson,  M.D. 

Lawrence  J.  Shapiro,  M.D. 

Northeastern  District  Director  (1972-75) 

George  G.  Bertino,  M.D. 

Richard  B.  Johns,  M.D. 

Southern  District  Director  (1972-75) 

Vernon  F.  Lovett,  M.D. 

Joseph  S.  Whaley,  M.D. 

Meeting  adjourned  2:07  p.m. 

Fred  H.  Landeen,  M.D. 

Chairman 

MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of  the 
Arizona  Medical  Association,  Inc.  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Tuesday, 
January  25,  1972,  convened  at  7:30  p.m.,  Robert  E.  T. 
Stark,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  November  9, 
1971  were  approved  as  distributed. 

SAMA  MEDICAL  EDUCATION  AND 
COMMUNITY  ORIENTATION 

Dr.  Stark  reported  that  he  did  meet  with  the  SAMA 
President,  Mr.  James  Barsz,  and  William  E.  Smith, 
Ph.D.,  Assistant  Executive  Director,  Arizona  Hospital 
Association,  as  requested  during  the  last  meeting.  Dr. 
Smith  is  to  present  the  SAMA-MECO  program  to  the 
appropriate  council  of  the  Hospital  Association  during 
a meeting  to  be  held  in  February.  Report  received  for 
information. 

Dr.  Layton  reported  that  the  faculty  of  the  College 
of  Medicine  has  voted  to  modify  the  curriculum  to  three 
years,  leaving  no  time  for  the  MECO  project  for  stu- 
dents, at  the  University  of  Arizona.  It  was  determined 
that  Dr.  Stark  would  discuss  this  development  with 
Mr.  Barsz. 

ArMA  ACCREDITATION  PROGRAM 

A report  from  the  Subcommittee  appointed  to  study 
the  ArMA  Accreditation  Program  was  received  as  follows: 

As  charged  by  the  Chairman  of  the  Medical  Education 
Committee,  the  Ad  Hoc  Subcommittee  consisting  of 
Melvin  L.  Cohen,  M.D.,  William  F.  Sheeley,  M.D., 
Chairman,  and  Albert  G.  Wagner,  M.D.,  met  on  De- 
cember 8,  1971  to  prepare  recommendations  as  to  how 
the  Arizona  Medical  Association,  Inc.  might  seek  Amer- 
ican Medical  Association  authorization  to  accredit  Ari- 
zona institutions  offering  programs  of  continuing  medi- 
cal education  to  Arizona  physicians.  The  Subcommittee 
has  duly  regarded  the  AMA’s  guidelines  for  state  medi- 
cal associations’  accreditation  of  programs  in  continuing 
medical  education.  This  document  suggests  that  the  state 
associations  take  a number  of  steps.  The  Subcommittee 
has  oriented  its  recommendations  given  below  to  those 
steps. 
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RECOMMENDATIONS 

1.  List  of  Institutions:  ArMA  should  develop  a list 
of  institutions  and  other  organizations  planning  or  con- 
ducting continuing  medical  education  programs  within 
the  state. 

Comment:  We  understand  that  such  a list  has  already 
been  started  by  ArMA  staff.  It  should  be  completed. 
This  step  is  important.  ArMA  will  accredit  not  indivi- 
dual courses,  but  the  teaching  organization  itself.  Any 
courses  offered  by  an  organization  so  accredited,  auto- 
matically enjoy  ArMA  approval.  This  arrangement  will 
expedite  and  facilitate  approval  of  educational  courses 
and  will  lighten  ArMA’s  burden. 

2.  A List  of  Educators:  The  ArMA  staff  should  simi- 
larly prepare  a list  of  Arizona  individuals  who  are  pres- 
ently or  prospectively  active  in  continuing  medical  edu- 
cation. 

Comment:  This  roster,  by  identifying  individuals  ac- 
tive in  the  continuing  medical  education,  will  assist  the 
convening  of  conferences,  seminars,  and  similar  activi- 
ties intended  to  analyze  and  evaluate  Arizona’s  continu- 
ing medical  education  efforts,  and  to  develop  policies, 
principles,  and  techniques  for  developing  improved  fu- 
ture continuing  medical  education  efforts  and  activities. 

3.  ArMA  Pamphlet  Providing  the  Essentials  of  a Con- 
tinuing Medical  Education  Program:  The  Subcommittee 
recommends  that,  AMA  allowing,  ArMA  use  the  AMA 
document  which  sets  criteria  to  be  met  for  ArMA  to 
accredit  an  organization  offering  continuing  medical 
education. 

Comment:  The  Subcommittee  believes  that  the  Essen- 
tials could  profitably  be  used  by  educational  organiza- 
tions, ArMA’s  survey  teams  concerned  with  possible 
ArMA  accreditation  of  organizations,  and  ArMA’s  accre- 
diting agent  without  further  editorial  revision  at  ArMA 
level.  It  therefore  recommends  against  preparing  a unique 
document  for  specific  application  to  Arizona. 

4.  Report  Forms  for  Survey  Teams:  The  Ad  Hoc 
Subcommittee  recommends  that  ArMA  adopt  a report 
to  be  used  by  survey  teams  dispatched  by  ArMA  to 
study  organizations  applying  for  accreditation  of  their 
continuing  medical  education  programs.  The  Ad  Hoc 
Subcommittee  is  not  yet  ready  to  recommend  the  adop- 
tion of  any  particular  report  form.  It  has  asked  the  AMA 
for  copies  of  its  analogous  report  form,  and  will  seek 
to  determine  whether  ArMA  might  effectively  use  this 
form. 

5.  ArMA  Staff  Support  of  the  Accreditating  Program: 
The  Subcommittee  recommends  that  ArMA  provide  suf- 
ficient staff  to  transact  business  attendant  to  and  sup- 
portive of  continuing  medical  education. 

Comment:  This  continuing  education  medical  accredi- 
tation program  will  involve  numerous  on-going  and  repe- 
titive transactions  which  can  be  effectively  carried  out 
only  by  permanently  assigned  staff  with  these  activities 
as  their  primary  responsibility.  Some  of  the  activities 
in  which  such  staff  would  engage  include:  preparing 
and  maintaining  the  list  of  institutions  mentioned  above, 
preparing  and  maintaining  the  roster  of  educational  in- 
dividuals referred  to  above,  reacting  to  organizations’  re- 
quests for  information  and  guidance  referent  to  accredi- 
tation, assisting  in  development  of  preliminary  informa- 
tion concerning  applying  institutions,  helping  appro- 
priate ArMA  authorities  to  decide  which  institutions 


should  be  visited  by  an  ArMA  survey  team,  assembling 
and  dispatching  such  teams  to  the  applying  organiza- 
tions, providing  clerical  and  other  administrative  support 
to  those  teams,  duplicating  survey  team  reports,  provid- 
ing properly  documented  and  synthesized  information  to 
the  accrediting  agent  of  the  ArMA  for  informed  and 
proper  action,  assembling  and  maintaining  pertinent  rec- 
ords of  educational  activities  being  carried  out  through- 
out the  state,  and  performing  other  and  related  activities 
in  support  of  ArMA  authorities  operating  the  accredita- 
tion program.  The  Subcommittee  suggests  that  ArMA 
staff  be  directed  to  estimate  the  anticipated  needs  for 
staff  in  connection  with  this  program,  and  that  it  make 
pertinent  recommendations  to  the  Medical  Education 
Committee  for  its  reaction  and  appropriate  further  action. 

6.  Funding.  The  Subcommittee  recommends  that 
ArMA  budget  funds  required  to  support  this  accrediting 
program.  Monies  should  support  not  only  the  staff  refer- 
red to  above,  but  also  necessary  and  proper  expenses 
incurred  by  survey  teams  visiting  institutional  applica- 
ants  for  accreditation. 

Comment:  The  Subcommittee  recommends  against 
paying  an  honorarium  or  other  stipend  to  the  members 
of  the  survey  teams,  but  it  does  recommend  in  favor 
of  reimbursing  them  for  out-of-pocket  expenses  incident 
to  such  survey  visits. 

7.  Authority  to  Accredit:  The  Ad  Hoc  Subcommittee 
recommends  that  ArMA  delegate  to  the  Medical  Edu- 
cation Committee  the  authority  to  grant  or  deny  ArMA’s 
accreditation. 

Comment:  That  entity  within  ArMA  which  accredits 
an  applicant  organization  must  have  full  authority  to 
take  such  action.  Such  formal  delegation  of  authority  to 
the  Committee,  therefore,  is  considered  an  essential  part 
of  the  arrangement.  The  Subcommittee  does  not  believe 
that  it  would  be  expeditious  nor  appropriate  for  the 
House  of  Delegates,  the  Board  of  Directors,  or  other 
policy  making  bodies  of  ArMA  to  concern  itself  with 
this  particular  level  of  operating  activity. 

8.  Appeal  from  Decisions  of  the  Accrediting  Author- 
ity: The  Subcommittee  recommends  that  the  ArMA 
Board  of  Directors  be  established  as  the  highest  author- 
ity to  which  an  applicant  organization  may  appeal  if  it 
is  dissatisfied  with  a decision  of  the  accrediting  author- 
ity. 

Comment:  Such  appeals  will  presumably  for  the  most 
part  involve  questions  of  policy.  Indeed,  they  would  per- 
haps point  to  the  need  for  either  modification  of  existing 
policy  or  the  formulation  of  new  policy.  It  is  therefore 
appropriate  that  such  appeals  be  carried  to  the  policy 
making  level  of  ArMA  for  adjudication. 

It  was  moved  and  carried  to  accept  the  report  as 
presented  and  to  authorize  the  Subcommittee  to  con- 
tinue their  study  and  evaluation  of  an  accreditation 
program. 

RECIPROCITY  WITH  AAFP 

Dr.  Stark  reported  that  there  were  some  difficulties  in 
the  mechanics  of  reciprocity  with  the  American  Academy 
of  Family  Practice.  The  qualifying  period  for  educa- 
tional activities  to  be  certified  by  AAFP  are  on  a 
calendar  basis,  and  as  such,  are  not  compatible  with  the 
fiscal  year  basis  of  the  ArMA  Certificate  in  Continuing 
Medical  Education. 
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It  was  moved  and  carried  to  award  the  ArMA  cer- 
tificate to  members  of  the  Arizona  Academy  of 
Family  Practice  who  have  been  certified  or  re- 
certified for  continuing  membership  in  the  American 
Academy  of  Family  Practice.  Members  of  the  Ari- 
zona Academy  of  Family  Practice  who  are  certi- 
fied in  1972  will  be  elegible  for  the  1972  ArMA 
certificate  in  continuing  medical  education  upon 
application  and  upon  receipt  of  verification  of  cer- 
tification by  the  Arizona  Academy  of  Family  Prac- 
tice. 

REQUEST  FOR  EXEMPTION 

Two  letters  requesting  exemption  from  fulfilling  the 
requirements  of  continuing  medical  education  for  reasons 
of  disability  were  reviewed. 

It  was  moved  and  carried  that  the  physicians  de- 
velop a list  of  continuing  medical  education  activi- 
ties through  June  30,  1974  and  apply  for  the  cer- 
tificate in  continuing  medical  education.  At  that 
time  special  consideration  will  be  allowed  if  neces- 
sary. 

POLICY  DECISIONS 

1.  Attendance  at  the  weekly  Medical  Advisory  Con- 
ferences held  at  the  Arizona  State  Tuberculosis  Sana- 
torium qualify  under  Category  7. 

2.  Category  3 is  intended  only  for  physicians  in  full- 
time medical  research  with  a limitation  of  50  credit 
hours  for  each  full  year  of  research.  Physicians  engaged 
in  part-time  research  receive  credit  under  Category  6, 
Papers  or  Publications,  for  papers  published  as  a result 
of  part-time  research  activities. 

3.  Attendance  during  professional  meetings  outside 
the  United  States  will  be  given  individual  considera- 
tion under  the  appropriate  category. 

4.  Physicians  involved  in  administrative  medicine  are 
encouraged  to  attend  scientific  medical  meetings  in 
addition  to  meetings  in  administrative  medicine.  At- 
tendance at  public  health  and  other  administrative  med- 
ical meetings  will  be  given  individual  consideration  to- 
ward the  required  education  categories. 

5.  Self-assessment  and  self-education  such  as  journal 
reading  and  audio-digest  tapes  will  be  seriously  con- 
sidered for  credit  in  the  future.  The  American  Medical 
Association  Council  on  Medical  Education  is  consider- 
ing the  inclusion  of  various  forms  of  self-assessment  and 
self-education  for  the  next  Physician’s  Recognition 
Award,  and  the  Medical  Education  Committee  of  ArMA 
will  be  guided  by  the  results  of  the  AMA  studies  and 
recommendations. 

SENIOR  MEDICAL  CONSULTANTS 

The  Senior  Medical  Consultants  Program  directed  by 
Joseph  Moldaver,  M.D.  was  discussed.  The  concept  of 
utilizing  senior  medical  consultants  in  continuing  medical 
education  was  approved  in  principle  by  the  Committee. 
It  was  determined  without  motion  that  the  program  as 
offered  by  Dr.  Moldaver  should  be  referred  to  the 
Regional  Medical  Program  and  to  the  University  of 
Arizona  College  of  Medicine. 

FUTURE  MEETINGS 

It  was  determined  to  change  the  meeting  day  from 
Tuesdays  to  the  fourth  Thursday  of  every  other  month, 
beginning  with  the  fourth  Thursday  of  March. 


Meeting  adjourned  9:43  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

GOVERNMENTAL  SERVICES 
COMMITTEE 

The  meeting  of  the  Governmental  Service  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  Saturday, 
February  5,  1972,  at  810  West  Bethany  Home  Road, 
Phoenix,  Arizona,  convened  at  1:43  p.m.,  Walter  R. 
Eicher,  M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  October  16,  1971, 
were  approved  as  distributed. 

MEDICARE  PART  A 

Mr.  Foster  reported  that  during  1970  Arizona  Blue 
Cross-Blue  Shield  paid  out  $45,785,000  and  for  1971  it 
was  up  to  $55,413,000.  This  includes  inpatient  and  out- 
patient payments  to  hospitals  on  127,000  claims.  It  also 
includes  payments  to  Extended  Care  Facilities  and 
Home  Health  Agencies. 

A decrease  in  claims  and  dollars  paid  to  ECFs  and 
Home  Health  Agencies  was  experienced  during  1971 
due  to  the  restrictions  on  custodial  aspects  of  the  pro- 
grams. 

ECF  payments  went  from  $2,046,000  in  1970  to  $1,- 
043,000  in  1971.  Home  Health  Agency  payments  de- 
clined from  $899,000  in  1970  to  $539,000  in  1971.  It 
was  predicted  that  the  next  step  will  be  to  evoke  the 
custodial  limitations  at  the  hospitals.  It  is  also  possible 
that  some  form  of  a CHAP  program  may  be  instituted 
during  1972. 

Mr.  Foster  reported  that  Blue  Cross-Blue  Shield  is 
above  average  for  the  nation  in  their  performance  pro- 
file for  effective  administration  of  the  program. 

MEDICARE  PART  B 

Mr.  Blazek  reported  that  they  had  403,205  claims 
during  1971  which  is  almost  a 50,000  claim  increase  over 
1970  which  is  about  a 15%  increase  which  is  the  normal 
growth  that  they  have  experienced  since  the  program 
started.  Assignments  during  1971  went  down  to  30% 
from  a previous  50%  level  during  the  first  part  of  the 
program.  Arizona  has  fewer  assignments  than  almost 
any  other  state. 

Mr.  Blazek  also  reported  that  their  promptness  of  pay- 
ment for  the  first  quarter  of  1971  was  the  fastest  in 
the  nation  and  for  the  second  quarter  they  were  4th 
fastest  in  the  nation.  They  paid  over  81%  of  claims  within 
15  days.  This  record  might  not  continue  to  hold  up  as 
starting  on  March  6th  they  will  be  on  computer  100% 
and  they  anticipate  some  problems. 

A.  V.  Dudley,  Jr.,  M.D.  letter  1/28/72 

Dr.  Dudley’s  letter  regarding  ambulance  services  was 
reviewed.  Mr.  Blazek  indicated  he  would  investigate 
this  matter  and  report  back  to  the  committee. 

Physician  Identification  Codes 

Discussion  ensued  on  the  need  to  standardize  physician 
identification  codes. 

It  was  moved  and  carried  that  we  look  into  the 
possibility  of  using  the  Social  Security  Number 
whenever  physician  identification  codes  are  needed. 
Dr.  Farnsworth  would  assist  in  developing  this  idea. 
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SECTION  ON  COMPREHENSIVE 
HEALTH  PLANNING 

Dr.  Farnsworth  reported  that  Dr.  Deraid  May  had 
resigned  from  the  Board  of  Directors  of  the  Maricopa 
County  Comprehensive  Health  Planning  Council  re- 
ducing M.D.  representation  to  only  two.  It  was  urged 
that  Dr.  Moraca,  President,  Maricopa  County  Medical 
Society,  be  advised  of  this  so  that  efforts  could  be  made 
to  be  sure  an  M.D.  is  appointed  to  replace  Dr.  May. 
Arizona  Plan  for  Health  Services 

Dr.  Farnsworth  reviewed  the  subject  plan  which  has 
been  submitted  to  the  legislature  by  the  Arizona  Health 
Planning  Authority  as  directed  by  H.B.  5 (1971  Legis- 
lative Session). 

It  was  pointed  out  that  there  were  many  pitfalls  to 
the  plan  which  would  be  detrimental  to  the  profession 
and  the  public.  Concern  was  expressed  about  the  lack 
of  M.D.  input  in  the  development  of  such  plans.  It 
was  noted  that  the  Chairman  of  the  Ad  Hoc  Committee 
on  Meeting  Arizona’s  Medical  Needs  recommend  his 
committee  not  be  continued. 

It  was  determined  that  Drs.  Farnsworth,  Schneider, 
Melick  and  Kossuth  would  review  the  report  and  formu- 
late recommendations. 

It  was  recognized  that  with  the  many  and  varied 
programs  such  as  outlined  in  the  Sections  on  OEO  Pro- 
grams and  Comprehensive  Health  Planning,  that  a great 
need  was  evident  for  additional  staff  to  keep  on  top  of 
the  many  programs  and  see  that  ArMA  is  fully  repre- 
sented in  the  development  of  the  programs  as  they 
evolve. 

It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  they  combine  the  Ad  Hoc 
Committee  on  Meeting  Arizona’s  Medical  Needs 
with  the  section  on  Comprehensive  Health  Planning 
within  the  Governmental  Services  Committee  with 
provision  for  appropriate  staff  to  allow  the  Asso- 
ciation to  have  continuous  contact  with  the  appro- 
priate groups  so  that  in  the  pre-planning,  planning 
and  developmental  process,  the  position,  policies  and 
input  of  The  Arizona  Medical  Association  will  be 
available  on  a continuous  basis. 

It  was  understood  that  this  would  not  conflict  with 
the  current  legislative  lobbying  activities  of  the  Associa- 
tion. The  chairman  indicated  that  he  felt  the  “staff”  man 
should  be  a practicing  physician  who  would  do  this  on 
a half-time  basis. 

SECTION  ON  ECONOMIC  ASPECTS 
OF  MEDICARE 

Dr.  Walker  indicated  no  action  by  the  Section  and 
suggested  deactivation  of  the  Section.  No  action  was 
taken. 

SECTION  ON  INDIGENT  CARE 

The  subject  was  again  raised  as  to  the  need  for  this 
Section.  It  was  determined  to  continue  the  Section  and 
that  a new  chairman  be  sought. 

SECTION  ON  MEDICAL  REVIEW 

Dr.  Eicher  reported  that  Dr.  Moraca  had  resigned 
from  this  Section. 

It  was  moved  and  carried  that  William  R.  Myers, 
M.D.,  be  appointed  Chairman  of  the  Section  sub- 
ject to  Board  of  Directors  approval. 


SECTION  ON  MENTAL  HEALTH 

No  report. 

SECTION  ON  OEO  & NEIGHBORHOOD 
HEALTH  CENTERS 

Discussion  of  the  Health  Network  established  in  Mari- 
copa County  ensued.  It  became  apparent  that  greater 
information  was  needed  about  this  and  other  such  pro- 
grams. The  chairman  of  the  Section  was  directed  to  con- 
vene a meeting  of  his  Section  to  investigate  these  new 
programs  and  to  invite  the  following  as  resource  people: 
Jack  E.  Brooks,  M.D.,  Francis  T.  Flood,  M.D.,  Patrick 
P.  Moraca,  M.D.  and  Marvin  C.  Schneider,  M.D. 

SECTION  ON  REGIONAL  MEDICAL 
PROGRAMS 

Dr.  Melick  reported  that  Regional  Medical  Program 
funding  was  the  same  as  last  year.  They  will  be  open- 
ing continuing  medical  education  service  areas  in  Pres- 
cott, Flagstaff,  Miami-Globe  and  in  Yuma  in  the  near 
future. 

If  funding  is  increased,  the  next  projects  could  include 
a kidney  dialysis,  transplantation  program,  area  health 
education  centers  and  emergency  health  service  pro- 
grams. The  regional  advisory  group  would  set  the  priori- 
ties should  the  funds  become  available. 

OTHER  BUSINESS 

HMO’s  Status  Report 

Mr.  Robinson  reported  that  in  HEW  Region  IX,  nine 
HMO  grants  had  been  approved.  Of  that  group,  two  were 
in  Arizona  going  to  the  Maricopa  Foundation  for  Med- 
ical Care  for  $80,000  and  to  the  Department  of  Family 
and  Community  Medicine  at  the  University  of  Arizona 
College  of  Medicine  for  $125,000. 

John  P.  Heileman,  M.D.  Resignation 

Dr.  Heileman’s  resignation  from  the  committee  was 
accepted  with  regret. 

HCM  2002  — Medicare  Expansion 

The  subject  memorial  was  reviewed.  RECEIVED  NO 
INFORMATION. 

Meeting  adjourned  4:15  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  Sunday,  Janu- 
ary 23,  1972,  at  810  West  Bethany  Home  Road,  Phoenix, 
Arizona,  convened  at  10:12  a.m.,  John  H.  Ricker,  M.D., 
Chairman,  presiding. 

MINUTES 

Minutes  of  the  October  23,  1971  meeting  were  ap- 
proved as  distributed. 

NEW  APPOINTMENTS 

The  chairman  acknowledged  newly  appointed  mem- 
bers to  the  committee:  Charles  H.  Finney,  M.D.,  Wil- 
liam B.  Helme,  M.D.,  Patrick  P.  Moraca,  M.D.,  and 
Wallace  A.  Reed,  M.D. 

The  question  of  term  of  appointment  raised  by  Dr. 
Helme  was  resolved  by  reference  to  Chapter  VII,  Sec- 
tion 2 of  the  Bylaws  which  states  that  appointment 
to  all  standing  committees  is  for  a period  of  three  years. 
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YAVAPAI  COUNTY  MEDICAL 
SOCIETY  RESOLUTION 

The  resolution  dated  1/11/72,  SUBJECT:  Arizona 
Foundation  for  Medical  Care,  the  resolved  portion  of 
which  reads  “That  the  Arizona  State  Medical  Association 
abandon  the  concept  and  planning  for  an  ‘Arizona  Foun- 
dation for  Medical  Care’  or  similar  institution,”  was  re- 
ceived for  information. 

ARIZONA  FOUNDATION  FOR 
MEDICAL  CARE 

Dr.  Ricker  reviewed  the  charge  to  the  committee 
emanating  from  the  Board  of  Directors  meeting  of  No- 
vember 21,  1971,  at  which  time  they  took  the  following 
action: 

“It  was  moved  and  carried  that  this  Board  of 
Directors  arrange  for  resolutions  to  be  prepared 
that  would  create  an  ‘Arizona  Foundation  for  Medi- 
cal Care,’  which  would  be  an  arm  of  the  Arizona 
Medical  Association.  Said  Foundation  could  con- 
tract with  the  Department  of  Health,  Education 
and  Welfare,  and  others,  for  peer  review  activities 
and,  where  feasible,  could  funnel  peer  review  to 
local  county  medical  societies  and  foundations.  This 
organization  may  also  involve  itself  in  other  aspects 
of  Foundation  work.  The  Association’s  Executive 
Director  is  instructed,  with  the  assistance  of  legal 
counsel,  appropriate  committees,  and  others,  to  pro- 
ceed with  the  organizational  phase  and  report  prog- 
ress at  the  next  Board  of  Directors  meeting.” 

Dr.  Helme  offered  the  following  resolution: 

“Resolved  that  an  Arizona  Foundation  for  Medi- 
cal Care  shall  be  organized  by  the  various  County 
Foundations.  The  Directors  of  this  State  Foundation 
shall  be  elected  by  the  County  Foundation  Boards 
and  shall  be  proportionate  to  the  number  of  physi- 
cian members  of  the  County  Foundations,  provided 
that  each  County  Foundation  shall  have  at  least 
one  representative  on  the  Board  and  no  County 
shall  have  more  than  ten.  In  the  latter  case  the  direc- 
tore  shall  have  voting  power  equivalent  to  the  num- 
ber of  physicians  he  represents.  The  State  Board  of 
Directors  of  the  Foundation  shall  elect  its  officers. 

The  purpose  of  the  State  Foundation  is  to  co- 
ordinate the  activities  of  the  County  Foundations 
where  necessary,  but  it  is  the  intention  that  peer 
review  and  utilization  evaluation  shall  be  performed 
at  the  local  level.” 

Following  several  changes  and  considerable  discussion, 
Dr.  Helme  withdrew  the  resolution. 

Extensive  discussion  ensued  on  many  aspects  of  foun- 
dations for  medical  care  in  general  and  an  Arizona 
Foundation  in  particular. 

Following  many  suggestions  and  expressed  ideas,  while 
no  official  motion  was  made,  it  was  the  concensus  that 
the  statewide  foundation  take  on  the  following  general 
structure: 

STATEWIDE 

FOUNDATION 

Maricopa  Pima  New  Foundation  Represent- 

Foundation  Foundation  ing  all  other  Counties 

1.  That  effort  be  made  to  create  a foundation  that 
would  represent  interested  physicians  located  outside  of 
Maricopa  and  Pima  Counties. 


2.  That  the  Statewide  Foundation  have  no  directed 
authority  over  the  three  independent  foundations.  Local 
autonomy  is  essential. 

3.  That  the  Statewide  Foundation  act  only  as  a funnel 
for  actions  and  requests  of  a statewide  nature  such  as 
an  Health,  Education  and  Welfare  request  for  a state- 
wide CHAP  or  peer  review  program. 

4.  The  Board  of  Directors  of  the  Statewide  Founda- 
tion be  composed  of  the  presidents  of  the  three  inde- 
pendent foundations. 

5.  That  the  Statewide  Foundation  would  not  partici- 
pate in  peer  review  or  CHAP  programs,  as  these  are 
local  functions. 

6.  That  the  administrative  officer  of  the  Statewide 
Foundation  would  be  the  Executive  Director  of  the 
Arizona  Medical  Association. 

It  was  moved  and  carried  to  instruct  legal  counsel 
to  prepare  a set  of  Articles  and  Bylaws  for  such  a 
Statewide  Foundation  along  the  lines  outlined  above 
and  also  to  prepare  suggested  Articles  and  Bylaws 
for  the  Third  Foundation  for  interested  physicians 
outside  of  Maricopa  and  Pima  Counties. 

Mr.  Jacobson  asked  that  some  one  committee  mem- 
zer  be  named  for  him  to  consult.  The  chairman  named 
Dr.  Moraca. 

OTHER  BUSINESS 

Dr.  Reed  reviewed  the  activities  of  the  American 
Association  of  Foundations  for  Medical  Care.— RE- 
CEIVED. 

It  was  agreed  that  the  next  meeting  be  held  on 
Saturday,  February  19,  1972,  at  1 p.m. 

Meeting  adjourned  12:40  p.m. 

Edward  Sattenspiel,  M.D.  Secretary 

AD  HOC  COMMITTEE  ON  PROGRAM 
DEVELOPMENT  AND  ADMINISTRATIVE 
EVALUATION 

Meeting  of  the  Ad  Hoc  Committee  on  Program  De- 
velopment and  Administrative  Evaluation  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  on  Saturday,  January 
29,  1972,  convened  at  1:15  p.m.,  Albert  W.  Brewer, 
M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  October  9,  1971 
were  approved  as  distributed. 

REVIEW 

The  Committee  reviewed  correspondence  received 
from  Graham,  Greenlee,  Maricopa,  and  Pima  County 
Medical  Societies  as  requested  during  the  meeting  held 
on  October  9,  1971  to  assist  in  the  evaluation  of  com- 
munication and  programs  between  ArMA  and  the  con- 
stituent societies. 

EVALUATION  OF  STATE  AND 
COUNTY  SOCIETY  PROGRAMS 

After  a review  of  the  available  information  from  the 
county  societies,  it  was  determined  that  there  was  some 
duplication  of  efforts  between  two  of  the  county  so- 
cieties and  the  state  associaiton.  In  order  to  effect  proper 
input  of  local  concerns  and  interest,  it  recommended 
that  the  Secretary  of  all  county  societies  provide  the 
minutes  of  their  Board  of  Directors  meetings  to  the 
Secretary  of  the  state  medical  association. 
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COMMUNICATION  BETWEEN  STATE 
AND  COUNTY  SOCIETIES 

There  was  considerable  discussion  regarding  the  oral 
and  written  communication  problem  existing  between 
the  state  and  constituent  chapters. 

In  review  of  the  ArMA  Board  of  Directors  minutes  the 
following  was  recorded  in  minutes  of  meeting  held  No- 
vember 16,  1969: 

“In  a further  endeavor  to  improve  communica- 
tions between  this  Association  and  its  component 
county  medical  societies,  it  was  determined,  as 
policy,  that  a member  of  the  Board  of  Directors 
of  ArMA  be  present  at  a majority  of  county  medical 
society  meetings;  that  a district  director  attend  at 
least  one  meeting  a year  of  each  society(s)  within 
his  district;  and  that  staff  endeavor  to  develop  a 
workable  schedule  therefore.” 

It  was  also  noted  that  the  Bylaws  of  the  Arizona  Med- 
ical Association,  Inc.  provide  “the  district  directors  shall 
be  the  organizers  and  the  peacemakers  for  their  respec- 
tive districts.  They  shall  visit  the  societies  in  their  dis- 
tricts when  necessary  to  improve  and  increase  the  zeal 
of  the  county  societies  and  their  members.” 

It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  and  the  House  of  Delegates  that 
the  policy  established  during  the  November  16, 
1969  Board  of  Directors  meeting  be  expanded  to 
include  the  delegates  to  the  American  Medical  Asso- 
ciation and  that  the  member  of  the  Board  of  Direc- 
tors, District  Director,  and  the  AMA  delegate  report 
their  meetings  with  the  county  society  in  writing 
to  the  Board  of  Directors  as  follows: 

In  an  endeavor  to  improve  communications  between 
the  American  Medical  Association,  this  Association,  and 
the  constituent  county  medical  societies,  it  is  determined, 
as  policy,  that  a delegate  to  the  American  Medical  Asso- 
ciation be  present  and  report  at  least  annually  to  the 
county  medical  society  on  matters  concerning  the  Amer- 
ican Medical  Association;  that  a member  of  the  Board 
of  Directors  of  ArMA  be  present  at  a majority  of  county 
medical  society  meetings;  that  a district  director  attend 
at  least  one  meeting  a year  of  each  society(s)  within 
his  district;  and  that  the  delegate  to  the  American  Medi- 
cal Association,  member  of  the  ArMA  Board  of  Direc- 
tors, and  district  director  file  a written  report  with  the 
ArMA  Board  of  Directors  during  meeting  immediately 
following  their  visitation. 

Meeting  adjourned  at  2:40  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  on  Sunday,  February  6, 
1972,  convened  at  10:27  a.m.,  Richard  O.  Flynn,  M.D., 
Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  November 
14,  1971  were  approved  as  distributed. 


CONSIDERATION  OF  LEGISLATION  — 
SECOND  SESSION  THIRTIETH 
LEGISLATURE 

County  Medical  Examiners  (House  Bill  2137) 

Drs.  Jarvis  and  Karnitschnig  explained  House  Bill 
2137,  which  repeals  the  provisions  for  coroner’s  jury; 
establishing  the  office  of  and  prescribing  powers  and 
duties  of  the  county  medical  examiner  and  prescribing 
the  duty  of  the  county  attorney  to  investigate  deaths 
from  other  than  natural  causes.  It  was  explained  that 
Drs.  Jarvis  and  Karnitschnig  had  been  developing  legis- 
lation which  would  provide  for  a state  medical  examiner, 
which  would  provide  for  the  employment  of  county 
medical  examiners  for  introduction  during  the  next  ses- 
sion of  legislature.  Drs.  Jarvis  and  Karnitschnig  are  very 
concerned  about  the  inadequacy  of  this  legislation,  how- 
ever, support  the  concept  of  repealing  the  lay  coroner 
provision  in  the  present  statutes  and  ask  the  Committee 
to  support  them  in  the  introduction  of  a substitute  bill. 
It  was  moved  and  carried  to  support  the  concept 
of  Medical  Examiners  rather  than  the  present  cor- 
oner’s system,  however,  actively  nonsupport  the 
passage  of  House  Bill  2137  as  presently  written 
and  to  encourage  the  Legislature  to  appropriate  the 
necessary  funds  to  put  into  effect  the  substitute  bill, 
which  will  be  provided  by  Drs.  Jarvis  and  Kamit- 
schnig. 

Narcotic  Prescriptions  in  Triplicate  (Senate  Bill  1214) 
Dr.  Laurence  M.  Linkner,  Chairman,  Section  on  Drug 
Abuse,  and  Dr.  George  E.  Stavros,  Chairman,  Drug 
Abuse  Committee— Maricopa  County  Medical  Society, 
presented  legislation  which  would  provide  for  a tripli- 
cate prescription  system  for  narcotics.  Dr.  Linkner  in- 
formed the  Committee  that  the  Section  on  Drug  Abuse 
of  the  Professional  Committee  had  met  with  individuals 
interested  in  this  legislation  and  reviewed  the  system 
in  effect  in  California,  Idaho,  and  Illinois.  The  Section 
on  Drug  Abuse  petitioned  the  Legislative  Committee 
to  support  this  legislation  by  adoption  of  Resolution: 
“That,  in  principle,  the  Arizona  Medical  Associa- 
tion support  legislation  providing  that  prescriptions 
for  class  A narcotics  shall  be  wrtiten  in  triplicate 
on  official  order  blanks  provided  that  material  can 
be  accurately  gathered  and  dispensed  to  the  inter- 
ested agencies  within  a reasonable  period  of  time 
and  at  a reasonable  cost  so  that  it  can  be  put  to 
use  as  intended.” 

Dr.  Stavros  informed  the  Committee  that  the  Board 
of  Directors  of  Maricopa  County  Medical  Society  were 
also  on  record  as  supporting  the  triplicate  prescription 
system. 

It  was  moved  and  carried  to  offer  general  support 
of  the  triplicate  prescription  system  for  the  narcotics 
previously  listed  as  Class  A and  that  the  data  gath- 
ered be  maintained  in  a confidential  manner  not 
available  for  public  disclosure. 

Physician’s  Assistants  (Senate  Bill  1101  and 
House  Bill  2230) 

Senate  Bill  1101  providing  for  certified  medical  assis- 
tants and  House  Bill  2230  providing  for  physician’s 
assistants  were  reviewed. 

It  was  moved  and  carried  to  reaffirm  the  actions 
taken  by  this  committee  during  meeting  held  on 
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November  14,  1971  by  offering  active  nonsupport 
of  Senate  Bill  1101  and  active  support  for  House 
Bill  2230. 

Professional  Nursing  Defined  (Senate  Bill  1098) 

Senate  Bill  1098  amending  the  definition  of  profes- 
sional nursing  intended  to  expand  the  role  of  the  pro- 
fessional nurse  was  discussed.  Dr.  Flynn  reported  he  had 
met  with  the  nurses  and  that  they  had  agreed  to  amend 
the  present  legislation  by  adding  to  paragraph  B the 
word  “nursing”  so  that  paragraph  B would  read: 

“The  nursing  assessment,  evaluation  and  the  ad- 
ministration of  care  to  the  ill,  injured  or  infirm.” 

It  was  also  agreed  to  remove  from  paragraph  E the 
words  “under  emergency  or  other  conditions”  in  the 
first  two  lines  and  the  words  “under  such  conditions” 
in  the  final  line  of  the  paragraph. 

It  was  moved  and  carried  to  support  the  expansion 
of  the  Nurses’  Practice  Act  with  the  amendments 
as  agreed  to  between  the  Chairman  of  this  Com- 
mittee and  the  Arizona  Nurses’  Association. 
Bomex  Limited  Licensure  (House  Bill  2228) 

It  was  reported  that  the  legislation  providing  for  quali- 
fications for  a regular  license  to  practice  medicine  by 
written  examination  or  endorsement;  providing  for  quali- 
fications for  a limited  license  to  practice  medicine  that 
the  Legislative  Committee  determined  to  introduce  and 
give  active  support  during  the  meeting  held  November 
14,  1971  was  ready  for  introduction  by  Representative 
Sam  McConnell. 

Confidentiality  of  Bomex  Inquiries  and  Investigations 

As  requested  during  the  meeting  held  November  14, 
Mr.  Jacobson  discussed  this  proposed  legislation  with 
Mr.  Art  Greenfield  who  drafted  the  proposed  legisla- 
tion. Mr.  Jacobson  advised  that  he  disagreed  with  the 
proposal,  having  serious  doubts  as  to  whether  it  could 
be  considered  constitutional,  as  it  would  appear  to  inter- 
fere with  the  due  process  and  the  individual’s  basic  rights. 
It  was  moved  and  carried  to  not  support  the  intro- 
duction of  legislation  providing  for  confidentiality 
of  Bomex  inquiries  and  investigations. 

Res  Ipsa  Loquitur  and  Locality  Rule 

During  meeting  held  on  November  14,  1971  the  Com- 
mittee requested  that  an  inquiry  be  made  of  the  Travelers 
Insurance  Company  to  determine  whether  codifying  the 
res  ipsa  loquitur  and  locality  rule  would  be  beneficial. 
Staff  reported  that  the  Travelers  Insurance  did  consider 
the  request  and  that  their  legal  counsel  determined  that 
neither  one  of  the  proposals,  res  ipsa  loquitur  or  locality 
rule,  would  enhance  our  position  in  Arizona;  however, 
if  enacted  as  written,  it  would  certainly  do  us  no  harm. 
It  was  the  recommendation  of  staff  and  concurred  by 
Mr.  Jacobson  that  this  legislation  not  be  introduced 
during  this  session. 

It  was  moved  and  carried  to  not  support  introduc- 
tion of  legislation  to  codify  the  res  ipsa  loquitur 
and  locality  rule  during  this  session. 

Health  Maintenance  Organizations  (House  Bill  2335) 

The  Committee  reviewed  legislation  providing  for 
authorization  of  health  maintenance  organizations  under 
the  State  Department  of  Health. 

It  was  moved  and  carried  to  receive  this  legisla- 
tion for  information  only. 

Emergency  Medical  Services  (House  Bill  2003) 

It  was  determined  during  the  previous  meeting  to  sup- 


port the  concept  of  House  Bill  2003  establishing  the  Divi- 
sion of  Emergency  Medical  Services  within  the  State 
Department  of  Health;  providing  for  appointment  of 
Assistant  Commissioner  therefor  and  prescribing  his 
powers  and  duties;  providing  for  cooperation  of  private, 
public,  and  governmental  agencies;  providing  for  adop- 
tion of  standards  for  ambulance  and  emergency  receiving 
facilities  and  for  licensing  of  ambulances  and  standards 
for  training  and  certification  of  ambulance  attendants 
and  drivers;  prescribing  financial  liability  for  emergency 
medical  services  rendered  and  for  state  financial  assis- 
tance to  certain  emergency  receiving  facilities;  provid- 
ing for  purchase  and  operation  of  an  air  ambulance  and 
for  establishment  and  operation  of  a state-wide  emer- 
gency medical  services  communication  system  by  the 
Department  of  Public  Safety. 

It  was  moved  and  carried  to  reaffirm  the  Associa- 
tion’s support  of  the  Emergency  Medical  Services 
legislation  in  principle  and  to  emphasize  that  the 
legislature  appropriate  adequate  funds  to  put  the 
programs  into  effect. 

Kidney  Treatment  Centers  (House  Bill  2041) 

Legislation  providing  for  regional  kidney  dialysis 
centers;  establishing  a kidney  review  commission;  and 
prescribing  powers  and  duties  of  the  State  Department 
of  Health  was  reviewed. 

It  was  moved  and  carried  to  delay  recommendation 
on  House  Bill  2041  until  such  time  as  Dr.  Marko- 
vitz  has  had  an  opportunity  to  discuss  this  with 
the  Kidney  Foundation. 

Treatment  of  Intoxicated  Persons  (Senate  Bill  1107) 

Senate  Bill  1107  providing  for  evaluation  and  treat- 
ment of  persons  impaired  by  alcoholism,  abolishing  public 
drunkenness  as  a crime  was  reviewed. 

It  was  moved  and  carried  to  offer  general  support 
of  this  legislation  and  to  encourage  the  Legislature 
to  provide  adequate  appropriations. 

Immunization  of  School  Children  (House  Bill  2076) 

Legislation  requiring  children  entering  school  for  the 
first  time  to  be  immunized  against  certain  diseases  and 
providing  for  the  certification  thereof. 

It  was  moved  and  carried  to  actively  support  House 
Bill  2076,  immunization  of  school  children. 
Maintenance  — State  Hospital  Patients  (Senate  Bill  1024) 
Legislation  prescribing  procedures  for  court  deter- 
mination of  liability  for  patient  maintenance  charges; 
providing  for  liability  of  parents  of  a minor  patient  for 
maintenance  charges  was  RECEIVED  FOR  INFORMA- 
TION ONLY. 

Agency  For  Visually  Impaired  (Senate  Bill  1007) 

Legislation  providing  for  the  establishment  of  a Divi- 
sion of  Rehabilitation  for  the  Visually  Impaired  within  the 
State  Department  of  Public  Welfare  was  received  and 
RECEIVED  FOR  INFORMATION  ONLY. 

Prohibiting  Application  of  D.D.T.  (Senate  Bill  1026 
and  House  Bill  2078) 

Legislation  prohibiting  the  application  of  DDT  in 
commercial  agriculture;  providing  for  the  emergency  ap- 
plication of  DDT;  and  prescribing  penalties  was  re- 
viewed. 

The  motion  was  made  and  defeated  to  support 
Senate  Bill  1026. 

It  was  moved  and  carried  to  receive  Senate  Bill 
1026  prohibiting  application  of  DDT  for  informa- 
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tion  only,  as  there  is  no  scientific  evidence  avail- 
able to  support  prohibiting  application  of  DDT. 
Lead-Based  Paint  Labeling  (Senate  Bill  1047  and 
House  Bill  2118) 

Legislation  providing  that  sale  of  certain  toys  is  un- 
lawful and  providing  for  labeling  lead-based  paint  was 
reviewed. 

It  was  moved  and  carried  to  offer  general  support 
of  Senate  Bill  1047. 

Boards  of  Health  (Senate  Bill  1114) 

Legislation  providing  for  nine  member  Boards  of 
Health  in  counties  of  five  supervisorial  districts;  pro- 
viding for  delegation  of  control  of  county  hospital  to 
the  County  Boards  of  Health  was  reviewed.  It  was  ex- 
plained that  this  bill  would  be  amended  by  Senator 
Sandra  O’Connor,  as  the  wrong  draft  was  introduced. 
It  was  moved  and  carried  to  actively  support  Senate 
Bill  1114. 

Mentally  III  or  Retarded  Children  (House  Bill  2085) 

Legislation  providing  for  the  disposition  of  mentally 
ill  or  retarded  juveniles  was  reviewed  and  received  for 
information  only. 

Hospital  Construction  - Planning  (House  Bill  2108) 

Local  Health  Planning  Council  Budget  (House  Bill  2109) 
Health  Care  Institutions  (House  Bill  2110  and 
House  Bill  2111) 

Legislation  affecting  the  Arizona  Health  Planning 
Authority  and  the  State  Department  of  Health  in  House 
Bill  2108,  2109,  and  2111  was  discussed.  Dr.  Kossuth 
pointed  out  that  House  Bill  15  passed  during  the  last 
legislative  session  gave  no  clear-cut  statement  as  to  the 
responsibility  for  carrying  out  the  administration  of  hos- 
pital survey  and  construction  plans.  Further,  it  is  ex- 
tremely important  that  the  agency  has  the  authority  have 
the  responsibility  to  carry  out  the  legislative  intent  as 
well. 

It  was  moved  and  carried  to  receive  this  legislation 
for  information  only. 

Department  of  Commerce  (House  Bill  2180) 

House  Bill  2180  establishes  the  Department  of  Com- 
merce to  consolidate  the  administrative  activities  of 
state  professional  licensing  boards  and  commissions  plus 
several  other  state  agencies  headed  by  a director  ap- 
pointed by  and  serving  at  the  pleasure  of  the  Governor. 
Agencies  comprising  the  new  department  would  con- 
tinue to  function  independently  except  for  administra- 
tive duties  in  most  cases  and  agency  decisions  on  appli- 
cation for  licenses,  certificates,  or  permits  would  not  be 
subject  to  review  by  the  Commerce  Director;  agencies 
and  entities  comprising  the  new  department  would  in- 
clude the  Registrar  of  Contractors,  Banking  Department, 
Industrial  Commission,  Corporation  Commission-Security 
Division,  State  Bar,  State  Compensation  Fund  Boards, 
Insurance  Guarantee  Association,  Atomic  Energy  Com- 
mission, Racing  Commission,  Licensing  and  Regulatory 
Boards,  which  include  the  Osteopathic  Examiners  and 
the  Medical  Examiners,  plus  the  other  professional  exam- 
ining boards.  The  bill  provides  for  an  effective  date  of 
July  1,  1973. 

It  was  moved  and  carried  to  actively  nonsupport 
House  Bill  2180  providing  for  the  Department  of 
Commerce. 


Chiropractic  Practice  (House  Bill  2139) 

Legislation  prohibiting  the  practice  of  other  profes- 
sions in  a chiropractic  office  was  reviewed.  The  bill  adds 
a paragraph  to  the  Chiropractic  Act  under  limitations 
upon  practice  of  chiropractic  as  follows:  A person  li- 
censed under  this  chapter  who  is  also  licensed  to  practice 
medicine,  osteopathy,  or  naturopathy  shall  not  practice 
any  such  other  profession  in  the  same  office  as  he  con- 
ducts his  chiropractic  practice  and  any  signs  or  profes- 
sional listings  referring  to  his  chiropractic  practice  shall 
not  indicate  any  other  professional  practice. 

It  was  moved  and  carried  to  receive  House  Bill 
2139  for  information  only. 

Accreditation  of  Institutions  in  the  Health  Care  Field 
Proposed  legislation  provided  by  the  American  Medi- 
cal Association  providing  that  “any  applicant  for  licen- 
sure to  practice  medicine,  dentistry,  podiatry,  chiroprac- 
tic, naturopathy,  or  optometry  who  is  a graduate  of  a 
professional  school  or  college  of  the  United  States  shall 
not  be  eligible  for  licensure  by  the  appropriate  licensing 
agency  of  this  state  unless  said  applicant  is  respectively 
a graduate  of  a medical,  dental,  osteopathic,  podiatry, 
chiropractic,  naturopathic,  or  optometric  school  or  col- 
lege which  has  been  accredited  by  an  accrediting  agency 
recognized  and  approved  by  the  National  Commission 
on  Accrediting  and  the  United  States  Department  of 
Health,  Education,  and  Welfare  Office  of  Education. 

“Nothing  contained  herein  shall  apply  to  any  person 
licensed  to  practice  medicine,  dentistry,  podiatry,  chiro- 
practic, naturopathy,  or  optometry  in  this  state  on  the 
effective  date  of  this  Act.” 

It  was  moved  and  carried  to  actively  support  intro- 
duction of  legislation  requiring  the  applicant  for  li- 
censure in  healing  arts  to  be  a graduate  of  a pro- 
fessional school  which  has  been  Accredited  by  Ac- 
crediting Agencies  recognized  and  approved  by  the 
National  Commission  on  Accrediting  and  the  United 
States  Office  of  Education,  Department  of  Health, 
Education,  and  Welfare. 

Policy  Benefit  Payment  (Senate  Bill  1075) 

Legislation  providing  that  insurance  policy  benefits 
shall  not  be  denied  where  services  are  performed  or 
provided  by  a tax-supported  institution  of  this  state  or 
any  county  or  municipality  thereof. 

It  was  moved  and  carried  to  offer  general  support 
of  Senate  Bill  1075. 

Donald  F.  Griess,  M.D.,  requested  that  the  records 
show  that  he  voted  against  this  motion. 

It  was  moved  and  carried  to  actively  support  amend- 
ing all  references  to  “of  optometrist  or  physician 
and  surgeon”  to  “physician  and  surgeon  or  optom- 
etrist,” as  this  tends  to  be  a misleading  statement 
to  the  public. 

Sickle  Cell  Anemia  Testing  (House  Bill  2187) 

A bill  providing  that  the  policy  of  the  state  is  to  make 
every  effort  to  detect  sickle  cell  anemia  and  that  the 
State  Department  of  Health  has  the  responsibility  of  des- 
ignating tests  and  regulations  to  be  used  in  executing 
this  policy  in  accordance  with  accepted  medical  practice. 
It  was  moved  and  carried  to  offer  nonsupport  of 
legislation  providing  for  sickle  cell  anemia  testing. 
Safety  Glazing  Materials  (House  Bill  2073) 

Legislation  requiring  the  use  of  safety  glazing  mater- 
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ials  in  hazardous  locations,  in  residential,  commercial,  or 
public  buildings  was  discussed. 

It  was  moved  and  carried  to  offer  general  support 
of  House  Bill  2073. 

Health  Information  Service  Center  (House  Bill  2075) 
Legislation  establishing  within  the  State  Department 
of  Health  a Health  Information  Service  Center  was  dis- 
cussed. Dr.  Kossuth  reported  that  there  is  discussion 
within  the  Legislature  to  amend  this  bill  to  establish 
the  service  center  within  the  Arizona  Health  Planning 
Authority  and  that  he  has  voiced  no  objections  to  this 
possible  amendment. 

It  was  moved  and  carried  to  support  in  principle 
the  Health  Information  Service  Center. 

Meeting  adjourned  at  2:58  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  the  Arizona 
Medical  Association,  Inc.  held  Saturday,  February  12, 
1972  at  810  West  Bethany  Home  Road,  Phoenix,  Ari- 
zona, convened  at  1:30  p.m.,  Albert  G.  Wagner,  M.D., 
Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  November  6,  1971 
were  approved  as  distributed. 

Mr.  Barnett  reviewed  the  minutes  of  the  Board  of 
Directors  meeting  held  on  November  21,  1971  for  the 
information  of  the  Professional  Committee  members. 

SECTION  ON  PUBLIC  HEALTH 

ASU  Student  Health  Program 

Dr.  Ganelin  introduced  R.  L.  Jones,  M.D.,  Director, 
Student  Health  Services,  Arizona  State  University,  and 
the  action  of  the  Board  of  Directors  during  meeting  held 
on  November  21,  1971  as  follows: 

It  was  moved  and  carried  that  the  Association  sup- 
port the  general  concept  of  the  need  for  expanded 
student  health  care  at  ASU.  However,  we  are  not 
in  a position  at  this  time  to  evaluate  the  specific 
items  that  are  proposed  and,  therefore,  the  matter 
is  referred  to  the  Professional  Committee  for  study 
and  recommendation. 

Dr.  Jones  presented  a proposal  to  the  Committee 
which  was  also  forwarded  to  Dean  George  Hamm,  Vice- 
President  of  Student  Affairs,  ASU,  to  expand  the  opera- 
tion of  the  present  Student  Health  Services  of  ASU.  Dr. 
Jones  explained  that  in  order  to  expand  the  present  Stu- 
dent Health  Services,  it  is  necessary  to  increase  the 
$5.00  per  student  per  semester  fee  to  $20.00  per  student 
per  semester  fee,  which  was  approved  several  years  ago 
by  the  Board  of  Regents  for  the  University  of  Arizona 
Student  Health  Service.  Dr.  Jones  explained  further  that 
the  expansion  of  services  would  be  for  only  short-term 
care,  continuing  the  policy  of  referring  long-term  care 
to  the  local  community  as  suggested  under  the  guidelines 
of  the  American  College  Health  Association. 

It  was  moved  and  carried  to  recommend  that  the 
Arizona  Medical  Association  support  the  expanded 
Student  Health  Care  program  as  proposed  by  Dr. 
Jones  under  the  guidelines  of  the  American  College 
Health  Association. 


Immunization  Advisory  Committee 

Dr.  Ganelin  reported  that  Vincent  Fulginiti,  M.D.  had 
agreed  to  direct  an  Advisory  Committee  to  the  State 
Board  of  Health  on  immunization  practices  and  other 
aspects  of  infectious  disease  control.  It  was  reported 
further  that  the  legislation  providing  for  mandatory  im- 
munization had  passed  the  House  of  Representatives 
and  it  was  anticipated  that  it  would  pass  the  State  Sen- 
ate in  the  near  future.  Dr.  Kossuth  was  receptive  to  the 
idea  of  an  unofficial  Advisory  Board  and  has  already 
started  the  wheels  in  motion  with  Dr.  Fulginiti.  RE- 
CEIVED FOR  INFORMATION  ONLY. 

Arizona  State  University  School  Health  Workshop 

Dr.  Ganelin  reported  that  he  had  received  a letter 
from  the  Arizona  State  University,  Department  of  Health, 
Physical  Education  and  Recreation,  that  the  Arizona 
Medical  Association  sponsor  award  scholarships  of 
$100.00  per  student  and  provide  an  expert  for  a one 
and  one-half  hour  lecture  for  a state-wide  school  health 
workshop  for  school  nurses  and  administrators  which 
is  to  take  place  from  June  5 through  June  9,  1972  at 
Camp  Tontazona. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  offer  to  participate  in  the  school  health 
workshop  by  providing  an  expert  lecturer  to  the 
camp.  Further,  that  the  expenses  of  the  lecturer 
not  exceed  $50.00. 

Rural  Health  Committee 

Dr.  Ganelin  reported  that  the  Rural  Health  Subcom- 
mittee is  without  a Chairman  at  the  present  time  and, 
therefore,  is  inactive.  He  further  informed  the  Com- 
mittee that  Dr.  Nichols  had  approached  him  to  co- 
sponsor the  rural  health  meeting  being  organized  by 
the  Arizona  Health  Planning  Authority  to  follow  the 
AMA  council  on  Rural  Health  March  16  and  17. 

It  was  moved  and  carried  to  recommend  that  the 
Arizona  Medical  Association  participate  as  co-spon- 
sor of  the  Rural  Health  meeting  being  organized  by 
the  Arizona  Health  Planning  Authority  and  to  be 
held  on  March  18  and  19,  1972. 

School  Health  Education 

Dr.  Ganelin  informed  the  Committee  that  the  Section 
on  Public  Health  during  their  meeting  held  on  Decem- 
ber 18,  1971  discussed  the  state-wide  health  education 
course,  which  by  previous  resolution  had  been  made 
compulsory  beginning  with  1973;  however,  a recent  de- 
cision by  Dr.  Shofstall  made  such  health  education 
courses  voluntary  rather  than  compulsory  due  to  the 
general  feeling  of  considerable  concern  over  the  sex 
education  portion  of  the  Health  Program.  The  Section 
on  Public  Health  recommends  that  the  Arizona  Medical 
Association  should  re-emphasize  to  the  Department  of 
Public  Instruction  their  support  of  a compulsory  health 
education  program,  making  the  sex  education  portion 
voluntary. 

It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  the  Arizona  Medical  Asso- 
ciation re-emphasize  to  the  Department  of  Public 
Instruction  support  of  a compulsory  health  educa- 
tion program,  making  the  sex  education  portion  of 
the  program  voluntary. 

Environmental  Health 

Dr.  Ganelin  reported  that  Kent  Durfee,  M.D.,  has 
accepted  the  appointment  as  Chairman  and  has  called  a 
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meeting  on  Pollution  Control  for  March  5,  with  repre- 
sentatives of  the  county  societies  to  be  present.  Dr. 
Durfee  intends  to  begin  a program  related  to  environ- 
mental health  under  the  similar  approach  taken  by  the 
Maricopa  County  Medical  Society  CODAC  Program. 
RECEIVED  FOR  INFORMATION  ONLY. 

Dr.  Ganelin  advised  that  there  is  a meeting  of  the 
AMA  Council  on  Environmental  and  Public  Health  to 
be  held  in  Los  Angeles  on  April  23,  1972  and  requested 
that  Dr.  Durfee  be  appointed  to  attend  that  meeting 
at  Association  expense. 

It  was  moved  and  carried  that  Kent  Durfee,  M.D. 
be  requested  to  attend  the  meeting  of  the  AMA 
Council  on  Environmental  and  Public  Health  to  be 
held  in  Los  Angeles  on  April  23,  expenses  paid  by 
the  Association. 

Dr.  Ganelin  informed  the  Committee  that  during  the 
Public  Health  Committee  meeting  that  they  discussed 
the  lack  of  physicians  and  physicians  in  training  among 
the  Navajo  and  other  Indian  tribes.  The  Committee 
agreed  that  steps  should  be  taken  to  encourage  medical 
training  among  the  Indian  nations  and  it  was  the  feel- 
ing that  the  Navajo,  the  largest  and  wealthiest  tribe, 
would  be  the  group  for  earliest  efforts  in  this  area.  The 
Section  on  Public  Health  suggests  that  there  be  an  inves- 
tigation of  possible  resurrection  of  the  Medical  Careers 
Program  or  any  other  group  concern  with  the  principle 
of  stimulating  minority  groups  to  become  involved  in 
medical  education  and  that  we  communicate  with  the 
Indian  Affairs  Commission  regarding  their  receptiveness 
to  such  educational  activities. 

It  was  moved  and  carried  to  refer  the  resurrection 
of  a Medical  Careers  Program  with  the  principle 
of  stimulating  minority  groups  to  become  involved 
in  Medical  Education  and  possible  communication 
with  the  Indian  Affairs  Commission  regarding  their 
receptiveness  to  such  educational  activities  to  the 
Medical  Education  Committee,  which  represents  the 
Association  on  all  questions  relating  to  Medical  Edu- 
cation at  all  levels. 

SECTION  ON  MENTAL  HEALTH 

Arizona  Blue  Cross/Blue  Shield  requests  that  the  Asso- 
ciation take  an  official  position  on  hypnosis.  Corres- 
pondence from  Blue  Cross/Blue  Shield  and  the  Depart- 
ment of  the  Army,  Office  for  the  Civilian  Health  and 
Medical  Program  of  the  Uniformed  Services,  was  re- 
viewed, as  well  as  a written  statement  by  Robert  I.  Cutts, 
M.D.,  Chairman,  Section  on  Mental  Health,  that  “the 
psychiatrists  are  in  agreement  that  hypnosis,  as  a form  of 
treatment,  be  used  only  by  properly  trained  physicians 
including  psychiatrists  and  also  by  properly  trained  clin- 
ical psychologists.” 

After  a considerable  discussion  on  the  subject  of 
treatment  by  hypnosis,  it  was  moved  and  carried  to 
table  the  request  until  Dr.  Cutts  is  available  to  dis- 
cuss the  request  by  Blue  Cross/Blue  Shield  with 
the  Committee. 

SECTION  ON  AGING  AND  GENERAL 
MEDICINE 

Drugs,  Dispensing  by  Physicians 

A request  was  received  from  Mr.  Thomas  A.  Arm- 
strong, Regional  Claims  Manager  for  Connecticut  Gen- 
eral Life  Insurance  Company  to  review  whether  or  not 


dispensing  drugs  from  a physician’s  office  is  a recog- 
nized and  acceptable  practice  for  physicians  in  Arizona. 
Dr.  Kohl  reported  to  the  Professional  Committee  by 
letter,  as  he  was  unable  to  attend  the  meeting,  concern- 
ing this  request  as  follows: 

“Concerning  material  received  from  Connecticut 
General  Life  Insurance  Company  regarding  the 
ethics  of  a physician  to  dispense  medications  rou- 
tinely from  his  office,  and  I find  this  a difficult 
matter  in  which  to  express  an  opinion.  The  AMA 
Judicial  Council  has  gone  on  record  as  opposing 
this  practice  ‘wherever  the  drug  needs  of  patients 
can  be  met  adequately  by  local  ethical  pharmacies.’ 

I would  interpret  this  as  meaning  the  practice  of 
routinely  dispensing  of  drugs  by  a physician  would 
be  acceptable  only  in  areas  where  an  ethical  pharm- 
acy is  not  conveniently  located  for  patients.  Certainly 
this  does  not  apply  in  the  case  of  the  physician  who 
practices  in  Tucson.  In  fact,  there  is  a very  ethical 
pharmacy  located  next  door  to  the  physician’s  office. 

I can,  however,  see  a situation  in  which  he  might 
occasionally  wish  to  dispense  a certain  medication 
from  his  office.  This  is  apparently  not  the  case  in 
this  physician’s  situation,  however,  while  I believe 
this  matter  must  be  discussed  by  the  entire  Com- 
mittee, it  is  my  opinion  that  the  Professional  Com- 
mittee should  go  on  record  as  supporting  the  AMA 
Judicial  Council’s  stand  on  this  matter  and  disap- 
proving this  practice  in  the  case  of  the  physician  in 
question.” 

The  Pima  County  Medical  Society  Board  of  Censors 
reviewed  the  case  in  question  and  responded  to  Mr. 
Armstrong’s  request  on  December  1,  1971,  as  follows: 
“We  have  evaluated  your  complaint  regarding  the 
dispensing  of  medication  from  the  physician’s  office. 
We  further  have  a response  from  the  physician  in 
question.  According  to  the  physician,  he  does  dis- 
pense certain  medications  and  has  done  so  for  fifty- 
six  years.  It  is  his  feeling  that  he  has  better  control 
of  patients’  medications  by  this  particular  manner. 

Even  though  the  AMA  does  consider  it  unethical 
in  certain  instances  for  a physician  to  dispense  medi- 
cations, it  is  the  feeling  of  the  Board  of  Censors  that 
it  is  not  our  place  nor  an  insurance  company’s 
place  to  tell  our  physicians  how  to  practice  medi- 
cine.” 

It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  to  support  the  letter  of  the  Pima 
County  Medical  Society’s  Board  of  Censors  under 
date  of  December  1,  1971. 

Further,  it  was  moved  and  carried  that  the  Arizona 
Medical  Association  support  the  American  Medical 
Association  Judicial  Council’s  ruling  on  dispensing 
drugs  that  “although  there  are  circumstances  in 
which  physicians  may  ethically  engage  in  the  dis- 
pensing of  drugs,  the  American  Medical  Association 
nevertheless  urges  physicians  to  avoid  the  regular 
dispensing  and  the  retail  sale  of  drugs  to  patient’s 
wherever  the  drug  needs  of  patients  can  be  met 
adequately  by  local  ethical  pharmacies.” 

Medical  Interns  and  Residents  Prescribing 

The  Arizona  State  Board  of  Pharmacy  requests  assis- 
tance in  developing  guidelines  for  medical  interns  and 
residents  for  prescribing  medications.  A memorandum 
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under  date  of  December  8,  1971  from  Alfred  J.  Duncan, 
Executive  Secretary,  Arizona  State  Board  of  Pharmacy, 
was  reviewed. 

It  was  moved  and  carried  to  recommend  approval 
of  the  guidelines  with  the  following  amendments: 
Paragraph  5 Medical  interns  or  residents  appropriately 
registered  with  the  Board  of  Medical  Examiners,  or  be 
permitted  to  intern  by  the  Arizona  Board  of  Osteopathic 
Examiners  and  under  supervision  of  a physician  licensed 
to  practice  may  order  and  administer  medications  to 
patients  in  the  emergency  room  and  may  dispense  medi- 
cation for  as  long  as  48  hours  to  patients  seen  in  the 
emergency  room. 

Paragraph  6 Medical  interns  and  residents  appropri- 
ately registered  with  the  Board  of  Medical  Examiners, 
or  be  permitted  to  intern  by  the  Arizona  Board  of  Osteo- 
pathic Examiners  and  under  supervision  of  a physician 
licensed  to  practice  may  prescribe  for  out-patients,  medi- 
cations to  be  dispensed  by  the  hospital  pharmacy  or  an 
outside  pharmacy. 

SECTION  ON  REHABILITATION 
MEDICINE 

Centralized  System  for  Spinal-Injured  Patients 

Dr.  Spendlove  reported  that  the  Section  Rehabilitation 
Medicine  voiced  its  opinion  as  being  in  favor  of  a cen- 
tralized system  of  care  for  spinal-injured  with  follow-up 
at  the  local  level.  RECEIVED  FOR  INFORMATION 
ONLY. 

Arizona  Society  of  Physical  Medicine  and  Rehabilitation 
Dr.  Spendlove  informed  the  Committee  that  the  Sec- 
tion on  Rehabilitation.  Medicine  has  acted  as  a sounding 
board  for  the  development  of  the  Arizona  Society  of 
Physical  Medicine  and  Rehabilitation.  RECEIVED  FOR 
INFORMATION  ONLY. 

SECTION  ON  DRUG  ABUSE 

Triplicate  Prescription  System 

Dr.  Linkner  reported  that  the  Section  on  Drug  Abuse 
has  reviewed  legislation  providing  that  prescriptions  for 
narcotics  shall  be  written  in  triplicae  on  official  order 
blanks.  The  Section  met  with  those  interested  in  this 
legislation  on  two  occasions.  Those  present  during  the 
meetings  were  Senator  Douglas  S.  Holsclaw,  Mr.  Alfred 
J.  Duncan,  Captain  Philip  L.  Morgan,  Mr.  James  Toomey, 
and  Albert  G.  Wagner,  M.D. 

After  a thorough  review  of  the  proposed  legislation 
and  the  systems  in  effect  in  California,  Idaho,  and  Illi- 
nois, the  Section  on  Drug  Abuse  determined  that  there 
are  potential  benefits  to  be  offered  by  such  a system 
of  official  prescription  order  blanks  being  put  into  ef- 
fect in  Arizona  and  resolved: 

That,  in  principle,  the  Arizona  Medical  Association 
support  legislation  providing  that  prescriptions  for 
class  A narcotics  shall  be  written  in  triplicate  on 
official  blanks  provided  that  material  can  be  ac- 
curately gathere  and  dispensed  to  the  interested 
agencies  within  a reasonable  period  of  time  and 
at  a reasonable  cost  so  that  it  can  be  put  to  use 
as  intended. 

Dr.  Linkner  further  reported  that  this  resolution  was 
adopted  by  the  Legislative  Committee  during  meeting 
held  on  February  6,  1972  with  amendment  that  the  data 
gathered  be  maintained  in  a confidential  manner  not 
available  for  public  disclosure. 


It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  in  principle  the  Arizona 
Medical  Association  support  legislation  providing 
that  prescriptions  for  class  A narcotics  shall  be  writ- 
ten in  triplicate  on  official  order  blanks  provided 
that  the  material  can  be  accurately  gathered  and 
dispensed  to  the  interested  agencies  within  a reason- 
able period  of  time  and  at  a reasonable  cost  so 
that  it  can  be  put  to  use  as  intended. 

State  Department  of  Health  — Position  of 
Alcohol  and  Drug  Abuse 

Dr.  Linkner  informed  the  Committee  that  the  Section 
on  Drug  Abuse  had  familiarized  itself  with  the  provi- 
sions of  House  Bill  1 adopted  during  the  last  session 
and  have  offered  to  the  Commissioner  of  the  State 
Department  of  Health  to  consult  with  the  Division  of 
Alcohol  and  Drug  Abuse  as  appropriate.  RECEIVED 
FOR  INFORMATION  ONLY. 

AMA  Request  for  Inventory  of  Medical  Societies’ 
Involvement  in  Drug  and  Alcohol  Abuse  Programs 

Dr.  Linkner  informed  the  Committee  that  the  Amer- 
ican Medical  Association  had  requested  an  inventory  of 
the  state  and  county  medical  societies’  involvement  in 
drug  and  alcohol  abuse  programs  and  that  the  county 
societies  had  responded  to  this  request. 

SECTION  ON  POISON  CONTROL 

National  Poison  Control  Week 

Dr.  Antos  informed  the  Committee  that  the  National 
Poison  Control  Week  would  be  held  during  the  second 
or  third  week  in  March.  RECEIVED  FOR  INFOR- 
MATION ONLY. 

Poisonous  Animals  Research  Laboratory 

A letter  from  the  Commissioner  of  Health,  Arizona 
State  Department  of  Health,  explaining  that  there  is 
a move  to  close  the  poisonous  animal  research  labora- 
tory and  requesting  the  Association  to  support  the  con- 
tinuation of  the  lab  was  reviewed. 

It  was  moved  and  carried  to  table  supporting  the 
continuation  of  the  poisonous  animal  research  labora- 
tory until  more  information  is  available  regarding 
the  scientific  value  of  the  lab. 

SECTION  ON  PERINATAL  AND 
MATERNAL  MORTALITY 

Dr.  Rhu  reported  that  his  Section  on  Perinatal  and 
Maternal  Mortality  had  met  to  discuss  the  continuous 
efforts  as  affect  the  reporting  of  perinatal  mortality. 
It  was  further  determined  that  the  Section  will  meet 
with  the  Commissioner  of  the  Health  Department  to 
work  out  some  sort  of  a satisfactory  minimal  reporting 
measure  that  could  be  accomplished  rather  than  the 
elaborate  type  of  reporting  carried  out  in  1968.  RE- 
CEIVED FOR  INFORMATION  ONLY. 

SECTION  ON  ArMA-ASNA  LIAISON; 
WOMAN'S  AUXILIARY  ADVISOR 

Dr.  Payne  informed  the  Committee  that  there  was  a 
request  by  the  Auxiliary  to  invite  the  President  of  the 
Auxiliary  to  the  Board  of  Directors  meetings  as  a guest. 
RECEIVED  FOR  INFORMATION  ONLY. 

National  Joint  Practice  Commission 

Information  was  received  that  AMA  and  ANA  had 
formed  the  National  Commission  to  examine  medical, 
nursing  practice  and  that  two  nurses  from  the  State  of 
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Arizona  had  been  appointed  to  this  Commission;  Nancy 
Melvin,  M.A.,  R.N.,  pediatric  nurse  from  Phoenix,  and 
Anna  Bower  Sherlock,  M.S.,  R.N.,  medical-surgical  nurse 
from  Tucson.  Dr.  Payne  indicated  that  these  nurses  were 
unknown  to  him  and  that  he  would  attempt  to  de- 
velop a liaison  with  them. 

Meeting  adjourned  at  4:54  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


AD  HOC  COMMITTEE  ON  LOCUM 
TENENS  & HEALTH  MANPOWER 

Meeting  of  the  Ad  Hoc  Committee  on  Locum  Tenens 
& Health  Manpower  of  the  Arizona  Medical  Association, 
Inc.  held  Saturday,  March  4,  1972  at  810  W.  Bethany 
Home  Road,  Phoenix,  Arizona,  convened  at  2:16  p.m., 
Manus  R.  Spanier,  M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  meeting  held  11/13/71  were  approved  as 
distributed. 

GERIATRIC  FAMILY  NURSE 
PRACTITIONER 

The  committee  confirmed  the  endorsement  of  a pro- 
gram to  train  Geriatric  Nurse  Family  Nurse  Practitioners 
as  requested  by  the  University  of  Arizona  College  of 
Nursing. 

PHYSICIAN'S  ASSISTANTS 

Current  Status 

Mr.  Robinson  reported  on  the  current  status  of  S.B. 
1101  indicating  that  we  were  succesful  in  getting  it 
referred  to  another  Senate  committee  of  study  while 
continuing  to  push  for  enactment  of  H.B.  2230,  the 
Association  sponsored  Physician’s  Assistants  legislation. 

Dr.  Thompson  reviewed  the  current  status  of  the  vari- 
ous Physician’s  Assistants  or  related  programs  in  Arizona. 
He  also  reported  that  he  is  currently  chairing  a Univer- 
sity of  Arizona  committee  on  allied  medical  manpower 
who  are  studying  the  matter  of  which  courses  in  the 
medical  manpower  area  the  University  should  concern 
itself. 

FEDERATION  ON  STATE  MEDICAL 
BOARDS 

The  resolution  of  the  subject  agency  indicating  an 
interest  in  being  the  agency  to  develop  tests  for  physi- 
cian’s assistants  was  discussed,  and  received  for  informa- 
tion. 

NATIONAL  HEALTH  SERVICE  CORPS 

The  letter  dated  2/9/72  from  Claudia  B.  Galiher, 
Interim  Chief,  Community  Assistance  Branch,  National 
Health  Service  Corps,  HEW  was  received  along  with 
other  literature  on  the  Corps. 

Dr.  Melick  also  received  a “Proposal  for  a National 
Health  Service  Team”  as  prepared  by  Andrew  W.  Nich- 


ols, M.D.  of  the  University  of  Arizona,  College  of  Medi- 
cine, Department  of  Community  & Family  Practice. 

Following  extensive  discussion  of  the  many  ramifi- 
cations of  the  program,  the  committee  made  the  follow- 
ing determinations. 

1.  That  Dr.  Nichols  proposal  be  submitted  to  the 
Cochise  and  Pima  County  Medical  Societies  (the  two 
counties  involved)  for  their  comments  and  recommen- 
dations. 

2.  That  copies  of  the  proposal,  as  well  as  Mrs.  Kahi- 
her’s  letter  and  attachments  be  sent  to  this  committee’s 
members  as  well  as  to  members  of  the  Governmental 
Services  committee  for  study. 

3.  That  following  receipt  of  the  comments  from  Co- 
chise and  Pima  County  Medical  Societies  a joint  meet- 
ing of  this  committee  and  the  Governmental  Services 
committee  be  held  to  which  Dr.  Nichols  and  Mrs.  Galiher 
are  to  be  invited  to  go  into  the  program  in  depth.  Rep- 
resentatives of  Cochise  and  Pima  County  Medical  Socie- 
ties should  also  be  invited  to  attend. 

Meeting  adjourned  3:46  p.m. 

Edward  Sattenspiel,  M.D. 


SINCE  YOU  INSIST  ON  ADVICE 
BY  TELEPHONE,  X SUGGEST  AN 
INCISION  FROM  YOUR  HEAD  TO  FOOT. 
PROBE  AROUND  AND  LET  AAE 
KNOW  WHAT  YOU  FIND, 
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C.  H.  Sun,  M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Philip  Levy,  M.D., 
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NEW 

(AID  PRESCRIPTION  PLAN 
LOWERS  THE  COST 
OFTHERAFY 


Warren-Teed  Pharmaceuticals 
announces  the  only  paid 
prescription  plan  covering  an 
entire  line  of  8 medications 
for  digestive  disease. 

The  plan  represents  another  "added  value"  service 
from  Warren-Teed,  and  may  be  worth  $200.00  in 
savings  to  your  patients.* 

For  the  busy  practitioner,  there  is  a savings  in  time, 
and  added  convenience.  For  example,  with  the  plan 
there  are  no  unsolicited  samples  and  therefore  less 
clutter  with  inadequate  amounts  of  drug.  In  addition, 
40  preprinted  prescriptions  (5  for  each  medication) 
are  provided  in  a handy  holder  that  fits  easily  into 
office  or  treatment  room,  either  on  a writing  table  or 
hanging  on  the  wall.  Refill  quantity  and  frequency 
may  be  indicated  on  the  prescriptions. 

The  paid  prescriptions  are  good  until  June  2,  1 972 
and  will  be  supplied  in  unlimited  quantity  for  all 
W-T  medications  in  our  Digestive  Disease  Program. 


The  recently  introduced  products 

ILOZYME:,., 

(Pancreatin  4 x N.F.) 

ILOZOFTW , 

(Dioctyl  Sodium  Sulfosuccinate) 

PEKTAMALT* 

(Pectin  and  Kaolin  compound) 


and  the  familiar 

MODANE* 

(Danthron  with  d-Calcium  Pantothenate) 

BAR-DON:;; 

(Belladonna  Alkaloids  with  Phenobarbital) 


RATIO* 


Tablets 


(Calcium  and  Magnesium  Carbonates) 


When  you  consider  the  Warren-Teed  paid 
prescription  plan,  think  of  the  convenience  . . . 
and  the  economy  to  your  patients. 

Warren-Teed  lowers  the  cost  of  therapy  in  digestive  diseases. 


ILOPAN  CHOLINE 


(Dexpanthenol  with  Choline  Bitartrate) 


Tablets 


To  get  in  on  the  plan,  write  to  Warren-Teed 

’Each  prescription  is  worth  approximately  $2.00  in  savings  to  the  patient;  therefore 
each  holder  with  40  prescriptions  represents  about  $80.00.  The  savings  for  three 
holders  in  three  treatment  rooms  is  $240.00. 


WARREIU-TEED 

PHARMACEUTICALS  INCORPORATED 

SUBSIDIARY  OF  ROHM  AIMO  HAAS  COMPANY 

COLUMBUS,  OHIO  43215 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501 3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


Before  prescribing,  please  consult  complete  product  infor 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  in 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  due, 
to  susceptible  organisms  (usually  E.  coli,  Klebsiella 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis 
and  less  frequently,  Proteus  vulgaris ) in  the  absence  o 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  test 
are  not  always  reliable.  The  test  must  be  carefully  coordi 
nated  with  bacterioiogic  and  clinical  response.  When  the 
patient  is  already  taking  sulfonamides,  follow-up  cultures 
should  have  aminobenzoic  acid  added  to  the  culture  media 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in 
eluding  the  sulfonamides,  especially  in  the  treatment  ol 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa 
tients  receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  occur  more  frequently  above  this  leve 
Contraindications:  Hypersensitivity  to  sulfonamides,  in 
fants  less. than  2 months  of  age  (except  adjunctively  with 
pyrimethamine  in  congenital  toxoplasmosis),  pregnane 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has  nc 
been  established.  Sulfonamides  will  not  eradicate  grou; 
A streptococci.  Deaths  associated  with  sulfonamide  ad 
mi nistration  have  been  reported  from  hypersensitivit 
reactions,  agranulocytosis,  aplastic  anemia  and  othe 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever 
pallor,  purpura  or  jaundice  may  be  early  indications  ot 
serious  blood  disorders.  Complete  blood  counts  anc 
urinalyses  with  careful  microscopic  examination  should- 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  o 
hepatic  function,  severe  allergy  or  bronchial  asthma  i 
' present.  In  glucose-6-phosphate  dehydrogenase-deficien 
individuals,  hemolysis  (frequently  a dose-related  reac 
tion)  may  occur.  Maintain  adequate  fluid  intake  to  pre 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosis 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo 
lytic  anemia,  purpura,  hypoprothrombinemia,  methemo 
globinemia.  Allergic  reactions:  Erythema  multiforme  (Ste 
vens-Johnson  syndrome),  generalized  skin  eruptions 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorb 
tal  edema,  conjunctival  and  scleral  injection,  photosens 
tization,  arthralgia,  allergic  myocarditis.  Gastrointestina 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis1 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  reac 
tions:  Headache,  peripheral  neuritis,  mental  depression 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodos; 
and  L.E.  phenomenon  have  occurred  with  sulfonamide 
therapy.  Sulfonamides  bear  certain  chemical  similaritie: 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic; 
agents.  Goiter  production,  diuresis  and  hypoglycemic 
have  occurred  rarely  in  patients  receiving  sulfonamides 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N.J.  07110 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO  MORE 
BENEFITS  OF 

GANTRISIN 


sii  Ifisoxazole  Roche 


AND  A BONUS 


6. 

High  plasma  concentrations 

For  most  urinary  tract  infections,  therapeutic  plasma  levels  (5  to 
10  mg  per  cent)  are  usually  reached  in  2 to  3 hours  and 
can  be  maintained  on  a dosage  of  4 to  8 Gm/day. 

7 

Economy 

Average  daily  cost  of  therapy  only  about  780 
(3  tablets  q.i.d.) 

bonus 

The  Roche  commitment  to  sulfonamide  research 

Thirty  years  of  research  in  sulfonamide  development  and 
technology  provide  you  with  a drug  which  is  the 
standard  in  its  field. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin 

sulfisoxazole/  Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

Gaipelback  Hospital 

An  instrument  for  healing  5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-620C 


When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  him? 


■ coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 

tension  can  help  in  decelerating  his  former  pace. 

For  moderate  states  of  psychic  tension,  5ung 
or  2-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
. produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


Wium 


(diazepam) 


Fbr  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation;  tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po-  , 
tential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2Vz 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose™  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


This  symbol  means 
both  the  patient  and  the  doctor 
will  always  be  treated  right. 


The  double-pointed  red  arrow  is 
the  symbol  for  Blue  Shield’s  new 
Reciprocity  system.  It’s  a national 
concept  for  paying  claims  for  out-of- 
area subscribers.  Usual,  customary 
and  reasonable  payment  will  be  made 
directly  to  you  only  by  your  local  Blue 
Shield  Plan  no  matter  where  the  pa- 
tient is  from. 

Reciprocity  eliminates  the  need 
for  billing  subscribers  or  Blue  Shield 
Plans  from  another  area.  No  unfa- 


miliar claims  forms.  No  unnecessary 
wait  for  payment. 

Recognize  Blue  Shield’s  Reci- 
procity symbol.  It  points  the  way  to 
faster  and  more  efficient  payment, 
because  now  we  make  the  payment 
first.  The  paperwork  comes  later,  and 
we’ll  take  care  of  that. 

For  complete  details  on  just  how 
Reciprocity  works,  contact  your  local 
Blue  Shield  Plan’s  Professional  Re- 
lations Department. 


ARIZONA 

Blue  Shield 


More  concerned  than  ever. 


Talk  to  the 


at  the  Convention. 


One  of  the  most  fascinating  things  you’ll  see 
at  the  Arizona  Medical  Association  Conven- 
tion, April  25-28,  is  likely  to  be  our  new  talk- 
ing computer  system. 

We  call  it  VOICE  . . . Valley  Bank’s  On- 
line Information  Center.  It  talks  about  your 
medical  billing.  And  for  a very  good  reason. 

You’ve  told  us  that  computerized  billing 
systems  were  slow  because  results  had  to  be 
mailed  to  you.  And  because  of  that  time-lag, 
errors  were  difficult  to  trace  and  correct. 

Our  new  VOICE-System  virtually  eliminates 
both  problems  simply  by  talking  to  you  over 
the  phone  in  your  office.  This  way,  you  get  your 
balance  . . . not  tomorrow,  or  the  next  day  . . . 
but  immediately. 


VOICE  . . . Valley  Bank’s  new  medical  bill- 
ing system.  It’s  not  just  interesting  because  it 
talks.  It’s  a better  system. 

Why  not  meet  us  at  the  Convention  . . . 
voice-to-VOICE?  Just  look  for  the  Valley 
Bank  booth.  We  want  to  show  you  what 
VOICE  can  do.  And  say. 


Valley  Bank 

^ BUSINESS  SYSTEMS  DIVISION 
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PRE-EXISTING  SICKNESS  - HEALTH  INSURANCE 


There  Is  A Difference 

Some  health  insurance  is  written  as  group  in- 
surance and  others  as  individual  or  family  in- 
surance. Entirely  different  principles  prevail. 
Since  the  physician  often  helps  his  patients  deal 
with  insurance,  an  understanding  of  this  is  neces- 
sary. 

HBA  Life  offers  both  group  and  individual  or 
family  policies.  In  1944,  HBA  was  one  of  the 
early  pioneers  in  offering  individual  or  family 
health  insurance.  At  that  time,  Blue  Cross  and 
most  insurance  companies  were  not  willing  to 
write  insurance  other  than  group.  The  company 
is  also  proud  of  being  one  of  the  early  pioneers 
in  guaranteed  renewable  health  insurance.  Even 
today  the  company  still  ranks  nationally  among 
the  top  40  companies  in  volume  of  individual 
guaranteed  renewable  insurance.  Most  compan- 
ies, and  many  still  do,  wrote  health  insurance 
as  renewable  only  at  the  option  of  the  company. 
Thus,  when  people  became  a bad  health  risk, 
their  insurance  could  be  taken  from  them. 

Group  or  Individual-Family 

State  insurance  law  requires  that  groups  be  at 
least  ten  employees  of  the  same  employer  or  25 
or  more  participants  of  the  same  trade  associa- 
tion. Usually  a requirement  is  made  that  at  least 
70$  to  80%  of  the  group  enroll  to  prevent  selection 
of  risk  against  the  company.  With  these  provi- 
sions, the  group  insurance  can  be  issued  to  cover 
conditions  from  the  time  the  insurance  starts. 
While  there  may  be  some  people  needing  health 
care  at  the  time,  others  in  the  group  will  be  good 
risks.  The  law  of  averages,  rather  than  a selec- 
tion of  risk,  therefore,  protects  the  company. 

On  individual  or  family  policies  there  is  always 
a certain  number  of  these  people  who  only  de- 
cide to  obtain  insurance  at  the  time  they  are 
not  feeling  too  well.  Therefore,  there  is  a certain 
risk  selection  against  the  insurance  company  to 
investigate  and  evaluate.  Sometimes  health  in- 
formation is  not  obtainable  by  the  company  par- 
ticularly if  the  people  did  not  answer  the  ques- 
tions on  the  application  honestly. 

A company  can’t  afford  to  pay  for  a long  needed 
operation  for  someone  who  just  took  out  insur- 
ance a few  weeks  or  a few  months  ago.  Other- 
wise, no  one  would  need  to  take  out  insurance 
until  they  were  ready  to  go  to  the  hospital. 


The  company  has  the  right  (for  three  years)  to 
further  investigate  at  the  time  of  a claim  to  see 
if  the  facts  given  them  by  the  applicant  for  in- 
surance were  correct  and  if  the  cause  of  this 
sickness  did  commence  after  they  had  the  policy. 
All  policies  of  insurance  are  issued  in  considera- 
tion of  the  payment  of  the  premium  and  of  the 
application.  If  the  application  misrepresented 
or  gave  fraudulent  information  or  lack  of  infor- 
mation, a contract  of  insurance  did  not  exist  and 
the  company  need  merely  refund  the  premium 
payment. 

All  health  insurance  issued  by  HBA  is  either 
Guaranteed  Renewable  for  Life  or  to  age  65  or 
eligibility  for  Medicare.  In  other  words,  the  com- 
pany cannot  cancel  the  insurance  or  change  the 
terms  of  the  contract.  It  is,  however,  necessary 
that  the  people  pay  the  premiums  by  the  due 
date  or  within  the  grace  period  or  they,  them- 
selves, cancel  the  contract. 

When  the  premium  payment  for  insurance  is 
after  the  grace  period,  it  is  then  subject  to  rein- 
statement. In  other  words,  the  applicant  must 
reapply  and  the  company  must  decide  whether 
or  not  to  again  accept  the  risk.  Here  again  the 
company  has  the  right,  during  the  contestable 
period,  to  rely  upon  the  accuracy  of  the  state- 
ments. Companies  must  realize  that  some  peo- 
ple intending  to  drop  a policy  quit  making  pre- 
mium payments  and  then  if,  a few  months  later, 
they  are  not  feeling  too  well,  decide  maybe 
they  better  get  their  insurance  back.  To  keep 
premium  rates  in  line,  the  company  must  protect 
itself. 

Some  people  take  out  individual  or  family  poli- 
cies because  they  are  not  eligible  for  group  cov- 
erage. Others  take  it  out  and  wish  to  have  a 
guaranteed  renewable  policy  so  they  will  have 
insurance  regardless  of  change  of  employment. 
This  way  they  know  they  will  always  have  cover- 
age available  whether  they  decide  to  go  into 
business  for  themselves  or  accept  other  employ- 
ment. Good  individual  and  family  health  insur- 
ance is  available  to  those  in  ordinary  good 
health. 


This  is  a paid  advertisement  of 

The  HBA  Life  Insurance  Company 

Phoenix,  Arizona 
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yOU  WORKED  HARD 


it  will  last  a lifetime.... 

™ PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE.  ARIZONA  85251  * 
(602)  945-9338 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Ifledical  Center  K-^aij  and  Clinical  Xatcraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


MEDICAU 

>M.  INC. 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


s i 


general  psychiatry  and  neurology 

„ i i i • it 

child  psychiatry  — 

clinical  psychology 

and  family  counselling 


Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D. 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody, „M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


PHOENIX  18,  ARIZONA 
955-6200 


OFFICE  SPACE  AVAILABLE 

Approximately  August  1st 

1 8,000  square  feet  available 
at  reasonable  rate 

Contact  us  now  so  we  can  design 
to  your  actual  needs 

Good  Exposure 
Plenty  of  Parking 
Bus  Service  to  Front  Door 

On  North  Seventh  Street 
Just  North  of  Maryland 

CALL 

JOHN  W.  MARTIN 

Construction  Co.,  Inc. 
264-3983 


Air  Evac  can  be  ordered  by  any 


physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 
(602)  254-7150,  Phoenix,  Arizona. 

SB 

^ SAMARITAN  HEALTH  SERVICE 
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Classified 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


WEBSTER 

DICTIONARIES 

Library  size,  1971  edition,  brand  new,  still  in 
box.  Cost  new:  $45.00 

Will  Sell  for  $15 

Deduct  1 0%  on  orders  of  6 or  more. 

Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept. 

Tenawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will  deposit.  Pay  balance 
plus  C.O.D.  shipping  on  delivery.  Be  satisfied  on  inspection 
or  return  within  10  days  for  full  refund.  No  dealers,  each 
volume  specifically  stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling.  New  York  State 
residnets  add  applicable  sales  tax. 


Medical  Transcription 
A\nTA  For  Physicians  and 

nr\  r • -r*. 

Hospitals 

MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


FOR  SALE 

Two  acres  of  land  on  Highway  60  on  edge  of 
town  and  farming  community  where  you  can 
breathe  the  air  and  drink  the  water.  Building 
could  easily  be  adapted  into  doctor's  offices  as 
there  is  no  physician  within  60  miles.  Reason- 
able terms.  Write:  Welcom  Motel,  P.  O.  Box 
285,  Salome,  Arizona. 
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ATTENTION  DOCTORS 

Space  to  Rent 

In  the  Hub  of  Population. 
Building  to  be  Erected. 

35th  Ave.  & Thunderbird  Rd. 

Call  DON  WOODS  959-9301 
DON  WOODS  & ASSOCIATES 

Investment  Real  Estate 

5200  E.  Camelback  Rd. 

(Lobby  of  Royal  Palms  Inn) 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FOR  LEASE 


For  summer  lease,  three  bedroom,  two  bath 
home,  two  fireplaces,  2Vi  acres  in  heavy  pines, 
13  minuts  from  downtown  Prescott  in  Groom 
Creek,  completely  furnished.  Call  948-2960. 


NOW,  AVAILABLE  FROM  ArMA 

Owe  insurance 

Jo,  C^/ci 


*o  rvn 
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ORDER  YOURS  TODAY  AND  STOP  THE 
CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 


samples  available  on  request 

COST:  $1.50  per  hundred 

To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

Phoenix,  AZ.  85013 

Please  send  me  hundred  approved 

insurance  forms  costing  $1 .50  per  hundred. 

Name 

Address  

Bill  Me:  □ Payment  Enclosed:  □ 


*ScottsJale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 
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Future 

Medical  Meetings 


"\ 


INTERVENTIONS 

April  23,  1972 

2 P.M.-4:30  P.M. 

Safari  Hotel,  Scottsdale,  Arizona 

SPONSOR:  Arizona  Psychiatric  Association 

SPEAKER:  Joshua  Lederberg,  Ph.D.,  M.D. 

Stanford  University 

CONTACT: 

Harold  D.  Udelman,  M.D. 

333  West  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CONTINUING  EDUCATION  IN  PSYCHIATRY 

May  1-5,  1972 
Dallas,  Texas 

SPONSOR:. .American  Psychiatric  Association 

CONTACT: 

Hugh  Carmichael,  M.D. 

American  Psychiatric  Association 
1700  Eighteenth  Street,  N.W. 

Washington,  D.C.  20009 

Approved  for  39  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


OTOLOGIC  SEMINARS 

Monthly 

SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

R.  D.  Zonis,  M.D. 

7301  4th  Street 
Scottsdale,  AZ 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


THE  EMERGING  INTERFACE  BETWEEN 
PSYCHIATRY  AND  INTERNAL  MEDICINE 
TWO  NEW  FRONTIERS  IN  NEUROCHEMISTRY 

May  1 5,  1 972 

Maricopa  County  General  Hospital 

SPONSOR:  Maricopa  County  General  Hospital 

CONTACT: 

S.  Hollingsworth,  M.D. 

2601  East  Roosevelt  Street 
Phoenix,  Arizona  82601 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 

SPONSOR:  Arizona  Regional  Medical  Program  & Veterans 
Administration. 

CONTACT: 

F.  C.  Lepperd,  Jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved  for  72  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


THE  PANCREAS 

May  21-22,  1972 
Fairmont  Hotel,  Dallas,  Texas 

SPONSOR:  American  Gastroenterological  Society 

CONTACT: 

Frank  P.  Brooks,  M.D. 

University  of  Pennsylvania  Medical 
School  Hospital 
Philadelphia,  Penn.  19104 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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We  stand 
behind  evejy  bottle 

of  aspirin. 


Butazolidin®  alka 

Each  capsule  contains 
V 100  mg.  phenylbutazone  USP 
^ 100  mg.  dried  aluminum 

hydroxide  gel  USP 
1 50  mg.  magnesium  trisilicate  USP 


After  aspirin  in  arthritic 
flare-ups... 

If  it  doesn’t  work  in  a week, 
forget  it. 


Important  Note  This  drug  is  not  a simple  analgesic. 
Do  not  administer  casually  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc.)  before  prescribing  and  at  frequent 
intervals  thereafter  Carefully  select  patients,  avoiding 
those  responsive  to  routine  measures,  contraindicated 
patients  or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended  dosage. 
Short-term  relief  of  severe  symptoms  with  the  smallest 
possible  dosage  is  the  goal  of  therapy.  Dosage  should 
be  taken  with  meals  or  a full  glass  of  milk.  Substitute 
alka  capsules  for  tablets  if  dyspeptic  symptoms  occur 
Patients  should  discontinue  the  drug  and  report  imme- 
diately any  sign  of  fever,  sore  throat,  oral  lesions  (symp- 
toms of  blood  dyscrasia);  dyspepsia,  epigastric  pain, 
symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin 
reactions,  significant  weight  gain  or  edema.  A one-week 
trial  period  is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty 

Indications  Acute, gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
pertension, thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug;  poly- 
myalgia rheumatica  and  temporal  arteritis;  patients 


receiving  other  potent  chemotherapeutic  agents,  or 
long-term  anticoagulant  therapy 

Warnings  Age,  weight,  dosage,  duration  of  thera- 
py, existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reactions 
Carefully  instruct  and  observe  the  individual  patient, 
especially  the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug.  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk.  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G.l.  tract  has  occurred. 
The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and  myx- 
edema have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid).  Blurred  vision  can  be  a signif- 
icant toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by  reducing 
dosage.  If  edema  occurs  in  patients  over  sixty,  dis- 
continue drug. 

Precautions.  The  following  should  be  accomplished 


at  regular  intervals  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies  Caution  patients  about  partici- 
pating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been 
reported  in  patients  with  a history  of  short-  and  long- 
term therapy  The  majority  of  these  patients  were  over 
forty  Remember  that  arthritic-type  pains  can  be  the 
presenting  symptom  of  leukemia. 

Adverse  Reactions  This  is  a potent  drug;  its  mis- 
use can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer  with 
perforation  and  hemorrhage,  ulceration  and  perfora- 
tion of  large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dyspepsia, 
nausea,  vomiting  and  diarrhea,  abdominal  distention, 
agranulocytosis,  aplastic  anemia,  hemolytic  anemia, 
anemia  due  to  blood  loss  including  occult  G I bleeding, 
thrombocytopenia,  pancytopenia,  leukemia,  leukopenia, 
bone  mar  row  depress  ion,  sodium  and  chloride  retention, 
water  retention  and  edema,  plasma  dilution,  respiratory 
alkalosis,  metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  prominent),  pete- 
chiae,  purpura  without  thrombocytopenia,  toxic 
pruritus,  erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome,  Lyell's  syndrome  (toxic 
necrotizing  epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (polyarteritis),  ana- 
phylactic shock,  urticaria,  arthralgia,  fever,  rashes  (all 
allergic  reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomerulonephritis, 
acute  tubular  necrosis,  nephrotic  syndrome,  bilateral 
renal  cortical  necrosis,  renal  stones,  ureteral  obstruc- 
tion with  uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decompensation, 
hypertension,  pericarditis,  diffuse  interstitial  myocarditis 
with  muscle  necrosis,  perivascular  granulomata,  ag- 
gravation of  temporal  arteritis  in  patients  with  polymy- 
algia rheumatica,  optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detachment, 
hearing  loss,  hyperglycemia,  thyroid  hyperplasia,  toxic 
goiter,  association  of  hyperthyroidism  and  hypo- 
thyroidism (causal  relationship  not  established),  agita- 
tion, confusional  states,  lethargy;  CNS  reactions  asso- 
ciated with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations,  giddi- 
ness, vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

( B)98-1 46-070-G 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information . 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502  BU-8439-9 


c 9-782  100  Capsules  # 

Panmycin  f 

(tetfac^^.o,ae) 

250  mg.  | 


ew1tSU  prescription. 


ca«tIo«j  ® 

^ispgrtsing 


Panmycin 

(tetracycline  HC1, Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ©1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 


Irobicin 

sterile  spectinomycin  dihydrochloride 
pentahydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

. 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M  I C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

|*Data  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  JA72  i84e  s 


globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Male  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Female  — single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams  — with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 
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In  diabetes 
when  nutritional 
supplementation 
is  indicated 

BeroccaWts 
is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Nutritional  supplementation  in 
conditions  in  which  waterTSoluble  vitamins 
are  required  prophylactically  or  therapeu- 
tically. 

Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secon- 
dary anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  re- 
mission of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg 
of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  Bi2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100. 

Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Grade  H diabetic  retinopathy  is  revealed 
by  the  small  hemorrhages  and  exudates 
in  this  photograph  of  the  fundus. 


begins  at  Beecham  Research  Laboratories. 


The  crucial  experiment:  conve  rsion 
of  6-aminopetiicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We Ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  dis 

IbtaClllin  ampicdlin  trihydfate 
Pyopen  disodium  carbenicillin 
Bactocilf  sodium  oxacillin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  CEE) 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol,  Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  QPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  DBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 
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the  ampicillin  derivative 

Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


Upjohn’s  low-priced 

penicillinVK 


9-586-1 

100  Tablets 

Uticillin  VK 

tra^mar* 

potassium  Pheno*yrr\em 

peniciflin  Tablets,  U$pj 


(ipjohn 


250  mg, 

(400,000  Unit*) 

&tbn:  p«terai  law  p«*£E 
®>sp®ftsing  without  prescf'F^ 


Uticillin  VK 

(potassium  phenoxymethyl  penicillin, U.S.P, Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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t4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T«  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

T3  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Qhpose 


he  Smooth 


Road 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)1; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


...to  tfiyroid  replacement  djerapj 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
)RUG  CONTAINING 
LIYROXINE  ALONE. 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


hyroxine  (T4)  is,  as  you  know, 
le  major  circulating  hormone 
roduced  by  the  thyroid  gland. 

3 is  also  produced,  in  smaller 
mounts,  and  is  active  at  the 
ellular  level.  For  years  it  has  been 
working  hypothesis  among 
ndocrinologists  that  T4  is 
onverted  by  the  body  to  T3.  In 
970  this  process,  called 
jeiodination,”  was  demonstrated 

y Braverman,  Ingbar,  and  Sterling2. 

4 does  convert  to  T3,  though  the 
recise  quantities  are  still  being 
udied. 

The  conversion  has  been 
inically  demonstrated  during  the 
^ministration  of  T4  to  athyrotic 
atients.  Their  thyroid  status  is 
armalized  on  SYNTHROID  alone, 
at  the  presence  of  T3  in  these 
atients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID3 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Syntteui 

sodium  levothyroxine) 


'HE  FACTS  ARE 
LEAR  AND  HERE 
S OUR  OFFER. 

ACTS: 

ynthetic  thyroid  drugs  are  an 
iprovement  over  animal  gland 
roducts.  Patients,  even  athyrotic 
les,  can  be  completely 
aintained  on  SYNTHROID  (T4) 

I one.  Thyroid  function  tests  are 
asy  to  interpret  since  they  are 
'edictably  elevated  when  the 
atient  adheres  to  SYNTHROID. 
f all  synthetic  thyroid  drugs, 
YNTHROID  is  the  most 
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OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 


Name 

I 

Address 

I 

City  State  Zip  |j 

I B 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  PBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOI  LAdORATORn  S INC 


INTRODUCING 

Melhol-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  Meltrol-100™ 

(100  mg.  timed-disintegration  capsules)  . 

Meltrol-25™(25  mg.  tablets) 

/ FROM 
/ THE  NEW 

USV  PHARMACEUTICAL  CORP.,Tuckahoe,N.Y.  10707  / (USV 


NEW  FOR  ULCER- 

liquc  MYIANTA-II 
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GREATER  NEUTRALIZING  IMPACT 
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MYIANTAH 

aluminum  and  magnesium  hydroxides  plus  simethicone 


LIQUID 


NEW  HIGH  POTENCY  ANTACID 
FOR  RELIEF  OF  ULCER  PAIN 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 

is  Selsun  "(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2Vi  % , w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


Proven 
therapy 
that  only 


you  can 
give.  ^ 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
* to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


, Upjohn 


nolds,  R.  C.,  et  al,:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
tia  on  file,  Medical  Research  Department,  The  Upjohn  Company 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2  %}  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

CleocirfHci 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 


every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules- Bottles  of  16's  and  100's.  75  mg  Capsules- 
Bottles  of  16's  and  100's.  Sensitivity  Disks-2  Hg.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-3 ) JA71-I565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 

EH  belladonna  alkaloids— for  the  hyperactive  bowel 
□ simethicone— for  accompanying  distension  and  pain  due  to  gas 
EH  phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED1 

antispasmodic/ sedative/ antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


if  sian  is  infected, 
or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient 


w broad  antibacterial  activity  against 
susceptible  skin  invaders 
% lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

NcOSPOnil  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units;  1 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg.  | 
neomycin  base);  special  white  petrolatum  q.  s.  H 

In  tubes  of  1 oz.  and  V2  0 z.  for  topical  use  only. 

\anishinj|  Cream  Base 

Neosporin-G  <>, 

(polymyxin  B-necmycin-gramicidin' 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  . 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  basej| 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  jg 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  tM 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.2! 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisrrtif 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  u$| 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi,  fi 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  rr 
literature  indicate  an  increase  in  the  prevalence  of  persons  a Her 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  r 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardr 
perforated.  These  products  are  contraindicated  in  those  individual 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Servic 
Dept.  PML 
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E-Mycin®  250  m- 


E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


® 1972  THE  UPJOHN  COMPANY  JA72-2141-6 


r \iEW 

FAD  PRESCRIPTION  PLAN 

LOWERS  THE  COST 

OF  THERAPY 


Warren-Teed  Pharmaceuticals 
announces  the  only  paid 
prescription  plan  covering  an 
entire  line  of  8 medications 
for  digestive  disease. 

The  plan  represents  another  "added  value"  service 
from  Warren-Teed,  and  may  be  worth  $200.00  in 
savings  to  your  patients.* 

For  the  busy  practitioner,  there  is  a savings  in  time, 
and  added  convenience.  For  example,  with  the  plan 
there  are  no  unsolicited  samples  and  therefore  less 
clutter  with  inadequate  amounts  of  drug.  In  addition, 
40  preprinted  prescriptions  (5  for  each  medication) 
are  provided  in  a handy  holder  that  fits  easily  into 
office  or  treatment  room,  either  on  a writing  table  or 
hanging  on  the  wall.  Refill  quantity  and  frequency 
may  be  indicated  on  the  prescriptions. 

The  paid  prescriptions  are  good  until  June  2,  1 972 
and  will  be  supplied  in  unlimited  quantity  for  all 
W-T  medications  in  our  Digestive  Disease  Program. 


The  recently  introduced  products 

ILOZYMEC, 

(Pancreatin  4 x N.F.) 

ILOZOFTC,^ 

(Diocty!  Sodium  Sulfosuccinate) 

PEKTAMALT' 

(Pectin  and  Kaolin  compound) 

and  the  familiar 

MODANE* 

(Danthron  with  d-Calcium  Pantothenate) 

BAR-DON'":;, 

(Belladonna  Alkaloids  with  Phenobarbital) 

Tablets 

(Calcium  and  Magnesium  Carbonates) 


When  you  consider  the  Warren-Teed  paid 
prescription  plan,  think  of  the  convenience  . . . 
and  the  economy  to  your  patients. 

Warren-Teed  lowers  the  cost  of  therapy  in  digestive  diseases 


ILOPAN  CHOLINE 


(Dexpanthenol  with  Choline  Bitartrate) 


Tablets 


To  get  in  on  the  plan,  write  to  Warren-Teed 

*Each  prescription  is  worth  approximately  $2.00  in  savings  to  the  patient;  therefore 
each  holder  with  40  prescriptions  represents  about  $80.00.  The  savings  for  three 
holders  in  three  treatment  rooms  is  $240.00. 


WARREN-TEED 

PHARMACEUTICALS  INCORPORATED 

SUBSIDIARY  OF  ROHM  AND  HAAS  COMPANY 

COLUMBUS,  OHIO  <43215 


ertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  mans  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  v 
the  medical  commui 
and  federal  regulators 
will  often  be  represente 
simplistic  and  somew 
misleading  terms. 

One  illustration  of 
misuse  of  the  media  in 
regard  is  the  recall  of  £ 
coagulant  drugs  sew 
years  ago.  This  FDA  ac1 
was  given  publicity  by: 
press  and  television  ' 
went  far  beyond  its  p 
able  importance.  The  re 
was  a very  uncomfort 
situation  for  the  pr2 
tioner  who  had  path 
taking  these  medicati 
Since  the  practitioner 
pharmacist  had  not  1 
informed  of  the  actior 
the  time  it  was  publici 
in  most  states  they  \ 
deluged  with  calls  f 
worried  patients. 

The  practitioner  car 
tempt  to  solve  these  p 
lems  of  inadequate  com 
nication  in  several  w 
One  would  be  the  crea: 
of  a communications 
in  state  pharmacy  socie; 
When  drug  regulation  r 
is  to  be  announced,  the 
ciety  could  immedia 
distribute  a message  tc 
ery  pharmacist  in  the  si 
The  pharmacist,  in  t 
could  notify  the  physic 
in  his  local  communit; 
that  he  and  the  physi 
could  be  prepared  to 
swer  inquiries  from 
tients.  Another  apprc 
would  be  to  use  pro 
sional  publications 
practitioner  receives. 

All  of  this  leads  bac 
my  opening  contentioi 
drug  regulation  is  to  b 
fective,  timely,  and  rel 
to  the  realities  of  clir 
practice,  a better  methr 
communication  and  f; 
back  must  be  developer 
tween  the  nongovernr 
tal  medical  and  scier 
communities  and  the  r 3 
latory  agency. 


vertisement 


One  of  a series 


i 


Henry  W.  Gadsden, 
iirman&  Chief  Executive 
tfficer,  Merck  & Co.,  Inc. 


n my  opinion,  it  is  the 
ponsibilitv  of  all  physi- 
is  and  medical  scientists 
ake  whatever  steps  they 
ik  are  desirable  in  a law- 
,1  regulation-making 
cess  that  can  have  far- 
ching  impact  on  the 
,'ctice  of  medicine.  Yet 
jay  events  in  the  recent 
t indicate  that  this  is 
happening.  For  exam- 
, it  is  apparent  from 
g efficacy  studies  that 
NAS/NRC  panels  gave 
lie  consideration  to  the 
lienee  that  could  have 
In  provided  by  practic- 
r,  physicians, 
i ’here  are  several  current 
plopments  that  should 
Irease  the  concern  of 
Icticing  physicians  about 
ftg  regulatory  affairs.  One 
f ne  proliferation  of  mal- 
Ictice  claims  and  litiga- 
nt. Another  is  the  effort 
■government  to  establish 
I relative  efficacy  of 
igs.  This  implies  that  if 
i hysician  prescribes  a 
Ig  other  than  the  “estab- 
tied”  drug  of  choice,  he 
pb  be  accused  of  practic- 
r something  less  than 
i t-class  medicine.  It 
I lid  come  perilously 
4 e to  federal  direction  of 
medicine  should  be 
>1  fficed. 

1 order  to  minimize  this 
;i  1 of  arbitrary  federal 
i<  i on , a way  must  be 
lad  to  give  practitioners 
'(h  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


INI 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington.  D.C.  20005 


What  it  means 
to  live  and  work  it 

Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors . 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


solar,  actinic,  senile  keratoses 

?alled  by  many  names,  the  typical  lesion  is  flat 
>r  slightly  elevated,  brownish  or  reddish  in 
:olor,  papular,  dry,  adherent,  rough,  sharply 
jlefined;  usually  multiple  lesions,  chiefly  on 
Exposed  portions  of  the  skin. 

sequence/selectivity  of  response 

erythema  in  areas  of  lesions  may  begin  after 
everal  days  of  therapy;  height  of  reaction 
only  in  affected  areas)*  usually  occurs  within 
wo  weeks,  declining  after  discontinuation  of 
jherapy.  Since  this  response  is  so  predictable, 
ssions  that  do  not  respond  should  be  biopsied 
o rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
tie  facial  lesions.  Efudex  should  be  applied 
vith  care  near  the  eyes,  nose  and  mouth. 

>%  cream-a  Roche  exclusive 

)nly  Roche  formulates  the  5 % cream . . . 
ligh  in  patient  acceptability . . . high  in  clinical 
fficacy,  especially  for  lesions  of  hands  and 
orearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex' 

(fluorouracil) 

cream/solution 

/nnf>ur\  Roche  Laboratories 
\ ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  N.J.  07110 


One  of 
the  familiar 
line  of 
[ordran 


flurandrenotde 

products 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 


~ \ 

Original  Articles 

J 

CONTINUING  PEDIATRIC  EDUCATION 

INFANT  NUTRITION  - RECENT 
RECOMMENDATIONS  FOR  IRON 
SUPPLEMENTATION 


The  following  article  discusses  one  of  the  most 
debated  subjects  in  the  field  of  Pediatrics  at  the 
present  time,  namely,  Iron  Supplementation  of 
Infant  Formulae.  It  seems  that  until  more  is 
learned  about  iron  metabolism  in  the  upper  and 
middle  socioeconomic  groups  of  our  society,  and 
more  about  the  subclinical  states  of  iron  deficiency 
in  human  beings  and  its  complications,  this  topic 
will  continue  to  be  a major  discussion  among 
those  physicians  who  care  for  sick  and  well 
infants.  The  development  of  a more  accurate 
means  of  studying  ferrokinetics  may  help  clarify 
the  issue. 


JAMES  J.  CORRIGAN,  JR.,  M.D. 

Recent  recommendations  from  the  Committee 
on  Nutrition  of  the  American  Academy  of  Pedi- 
atrics has  opened  a type  of  “Pandora’s  Box”  for 
physicians  of  both  the  academic  and  practicing 
communities.  Their  statement  consists  of  the 
following:  “The  Committee  strongly  recom- 
mends when  proprietary  formulas  are  prescrib- 
ed that  iron  supplemented  formulas  be  used 
routinely  as  the  standard  — that  is,  that  this  be 
the  rule  rather  than  the  exception  and  after 
bottle  feeding  stops  using  the  same  iron  fortified 
formula  as  beverage  milk  along  with  the  usual 
solid  foods  until  the  infant  is  at  least  twelve 
months  of  age.”1  This  recommendation  has 
evoked  a number  of  views  and  has  been  the 
subject  of  a number  of  letters  to  the  editors  of 
this  committee.2, 3 The  use  of  iron  fortified  pro- 
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prietary  milk  formulas  for  the  prevention  of 
iron  deficiency  anemia  of  infancy  has  been  well 
studied  and  its  value  confirmed  so  that  there  is 
no  question  in  most  investigators  and  practicing 
physicians  minds  that  a certain  select  group  of 
patients  should  have  iron  supplementation.  The 
categories  of  patients  who  are  predisposed  to 
inadequate  iron  reserves  (i.e.  those  who  will 
develop  iron  deficiency  anemia  between  the 
ages  of  six  months  and  two  to  three  years)  in- 
clude: babies  who  have  poor  iron  stores  asso- 
ciated with  prematurity,  the  low  birth  weight 
infant  with  rapid  post  natal  growth,  maternal 
anemia  during  pregnancy,  the  infant  who  may 
have  an  inadequate  source  of  iron  because  of 
GI  malformations,  secondary  to  blood  loss  etc. 
Such  infants  do  need  iron  supplementation. 
However,  the  question  which  has  been  asked  re- 
peatedly and  has  not  received  an  answer  at  the 
present  time  is,  does  this  justify  giving  all 
children  supplemental  iron? 

The  concept  that  iron  deficiency  is  a multi- 
system disease  in  which  anemia  may  be  and 
probably  is  one  of  the  last  manifestations  of 
this  nutritional  disorder  has  been  more  recently 
emphasized  but  the  clinical  implications  are  not 
as  clear  cut  as  the  experimental  data  may  seem 
to  indicate.4' 5 The  reasons  for  this  are  twofold: 
1)  We  have  no  adequate  laboratory  guide  that 
allows  us  to  make  a diagnosis  of  iron  lack  in  the 
absence  of  anemia  and  2)  There  is  a paucity  of 
data  from  the  middle  to  upper  socioeconomic 
classes  of  infants  with  regard  to  the  frequency 
of  iron  deficiency  anemia.  As  with  all  preventa- 
tive measures  a program  of  routine  iron  sup- 
plementation demands  knowledge  of  the  inci- 
dence of  the  disorder  and  of  the  potential  haz- 
ards of  the  preventative  technique  itself.  With 
regard  to  iron  deficiency  anemia  (only  one  mani- 
festation of  iron  lack)  the  incidence  ranges  from 
ten  to  seventy  five  percent  of  the  patients  stud- 
ied. But  one  has  to  realize  that  these  are  skewed 
data  since  the  individuals  studied  are  usually 
highly  selected  from  low  income  or  hospital 
oriented  populations.  When  one  tries  to  produce 
a clinical  picture  with  regard  to  iron  deficiency 
without  anemia  the  frequency  studies  at  all 
ages  and  at  all  socioeconomic  groups  are  quite 
inadequate.  At  the  present  time  the  British  feel 
that  the  data  are  so  fragmentary  and  incomplete 
that  one  author  has  recommended  that  more 
work  is  needed  to  attempt  to  define  the  other 
factors  involved  with  iron  lack  before  recom- 


mending administration  of  iron  to  normal  full 
term  infants.5  Although  it  is  known  that  with 
the  long  term  use  of  iron  in  therapeutic  amounts 
(i.e.  between  5 & 10  mg  of  elemental  iron  per/ 
kg  body  weight)  may  have  adverse  effects  on 
humans,  there  is  no  data  at  the  present  time  to 
suggest  that  the  small  amount  of  iron  (i.e.  12 
to  15  mg  per/qt.)  in  fortified  milk  will  have  any 
adverse  effects  in  view  of  our  present  state  of 
knowledge. 

When  one  considers  that:  1)  human’s  and 
cow’s  milk  contain  only  0.5  mg  iron  per/qt.,  2) 
the  iron  fortified  cereals  contain  a variable 
amount  of  the  element  and  are  not  usually  given 
before  the  age  of  six  months,  3)  although  egg 
yolk  contains  an  appreciable  amount  of  iron  it 
is  poorly  absorbed,  and  4)  from  the  few  studies 
that  have  been  performed  the  iron  fortification 
of  cereal  has  not  seemed  to  effect  the  preva- 
lence of  iron  deficiency  anemia  in  clinic  pop- 
ulations, one  can  easily  deduce  that  iron  supple- 
mentation is  certainly  needed  in  the  high  risk 
patient.  What  is  more  difficult  to  accept  is  that 
the  normal  full  term  infants  from  the  middle  to 
upper  socioeconomic  class  should  also  require 
routine  iron  supplementation.  If  we  also  accept 
other  data  which  suggests  that  iron  deficiency 
continues  to  be  a problem  in  the  preschool  child, 
adolescent  and  pregnant  adolescent,  of  all  socio- 
economic groups  it  would  appear  prudent  to 
listen  to  the  views  held  by  others  in  that  iron 
supplementation  probably  cannot  harm  the  vast 
majority  of  infants  and  that  it  may  prevent  not 
only  overt  anemia  with  its  consequences  but 
also  covert  iron  deficiency  and  its  possible  late 
effects  upon  neurological  function.  Hopefully 
the  use  of  more  sophisticated  laboratory  tech- 
niques will  become  available  so  that  we  are  bet- 
ter able  to  focus  on  the  patient  who  has  covert 
iron  deficiency  without  anemia  and  better  stud- 
ies are  obtained  from  the  children  seen  pre- 
dominantly in  the  practicing  community,  that  is 
of  the  middle  to  upper  socioeconomic  class. 
Until  those  data  are  forthcoming  it  would  ap- 
pear wise  to  follow  the  recommendations  of  the 

American  Academv  of  Pediatrics  at  this  time. 

✓ 
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CANCER- PREVENTABLE? 


With  cancer  of  major  interest  to  the  laii,  and 
profession  alike,  any  paper  on  this  subject  is  of 
interest.  Certainly  any  approch  to  the  prophy- 
laxis of  cancer  is  of  major  importance.  This  article 


is  in  the  nature  of  a preliminary  report  suggesting 
the  prevention  of  the  development  of  mammary 
carcinoma  in  tumor  susceptible  inbred  mice  by 
plant  extracts  and  a synthetic  compound. 

ABSTRACT 

High  rates  of  tumor  inhibition  became  appar- 
ent upon  giving  daily  doses  of  an  active  anti- 
tumor agent  to  CsH/HeJ  mice  from  the  age  of 
weaning  throughout  life.  A wetting  agent  sur- 
prisingly resulted  in  complete  tumor  retarda- 
tion. Evaluation  experiments  on  the  prophylac- 
tic value  of  all  known  tumor  retardants  are 
suggested. 

THE  CANCER  PROBLEM 

Chemotherapy  has  seemed,  in  recent  years, 
to  be  accepted  as  the  most  promising  long-range 
approach  to  the  discovery  of  a possible  cancer 
cure.  Experimentation  with  a large  number  of 
chemical  agents,  particularly  by  the  Cancer 
Chemotherapy  National  Service  Center  (here- 
after CCNSC)  has  not  produced  a truly  choice 
antitumor  agent  effective  against  common  forms 
of  cancer.  In  1964,  two  of  us,  Vivian  and  Brew- 
er, in  a letter  to  the  Editor  of  Arizona  Medicine,1 
suggested  that  some  of  the  CCNSC  compounds 
with  palliative  value  in  common  forms  of  cancer 
might  prevent  the  development  of  tumors  if  the 
compounds  were  administered  prophylactically. 

We  were  encouraged  by  reports  issued  in 
1941  by  Fuller,  et  aV  following  experiments  with 
environmentally  induced  variations  in  tumor  in- 
cidence in  mice.  We  planned  to  induce  variations 
of  such  incidence  in  tumor-susceptible  mice  by 
means  of  biochemical  influences  applied  pro- 
phylactically. From  a number  of  our  plant  ex- 
tracts and  synthetic  compounds  which  had  re- 
ceived only  good  activity  readings  in  the  CCNSC 
antitumor  screens  during  1964  and  1965,  we 
chose  two  extracts  and  one  compound.  We  rea- 
soned that  if  we  were  successful  in  reducing  the 
tumor  incidence  in  CsH/HeJ  mice  significantly, 
we  might  prove  our  theory  that  cancer  is  pre- 
ventable. 


FINDINGS 

From  experiments  conducted  with  groups  of 
usually  12  weanling  tumor-susceptible  mice  of 
the  CsH/HeJ  strain  obtained  from  Jackson  Lab- 
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oratories  of  Bar  Harbor,  Maine,  during  the 
period  from  September,  1966,  and  continuing  to 
the  present  time,  we  obtained  the  following 
results  with  oral  dosages: 

1.  No  treatment  at  all  during  a period  of  24 
months  with  one  male  mouse  per  6 females 
resulted  in  a 90  percent  incidence  of  mammary 
adenocarcinoma.  (Ninety-five  percent  is  report- 
ed at  the  Jackson  Laboratory  in  Maine.) 

2.  The  two  crude  plant  extracts,  Rumex-B  and 
Mirabilis,  resulted  in  somewhat  lowered  tumor 
incidences  ranging  from  33  to  75  percent  and 
from  66  to  88  percent,  respectively. 

3.  The  synthetic  compound,  Acenaphtho 
[1,  2-b]  quinoxaline,  7,12  dioxide  (hereafter 
AQD),  administered  in  the  form  of  a suspension 
in  aqueous  0.5  percent  Carboxymethyl-Cellulose 
(hereafter  CMC),  resulted  in  tumor  incidences 
ranging  from  0 to  8 percent  during  the  first 
experiment  and  complete  inhibition  of  tumor 
development  during  the  second. 

4.  AQD,  when  suspended  in  distilled  water 
only,  by  mechanical  action,  resulted  in  an  inci- 
dence of  only  16  percent  of  tumors. 

5.  CMC  administered  alone  in  the  form  of  the 
aqueous  0.5  percent  solution,  at  a dosage  level 
of  100  mg./Kg.,  resulted  in  complete  inhibition 
of  tumor  development  in  both  experiments. 

6.  When  water  was  administered  in  the  same 
manner  and  in  volumes  comparable  with  the 
other  test  doses,  the  result  was  a reduced  tumor 
incidence  of  56  percent,  a value  34  units  below 
the  incidence  of  the  untreated  controls. 

7.  Pregnancies  in  the  mice  varied  greatly  be- 
tween the  two  experiments  — nearly  normal  in 
the  first  and  well  below  normal  in  the  second, 
except  for  controls.  (The  same  procedures  and 
animal  foods  were  employed  in  both  experiments 
but  the  operators  and  the  mice  were  different 
individuals. ) 

8.  In  several  of  the  males  in  both  experiments, 
tumor-like  masses  were  observed  to  occur  in  the 
genital  area  but  were  not  studied  pathologically. 

SUPPORTING  DATA 

A.  Procedures 

The  CsH/HeJ  female  mouse  was  selected  as 
the  test  animal  because  of  the  95  percent  report- 
ed incidence  of  spontaneous  mammary  adeno- 
carcinoma development  in  these  animals  when 
exposed  to  the  male.  Beginning  on  September 
21,  1966,  eight  groups  of  the  test  females  were 
dosed  daily,  six  days  per  week  according  to  the 
regimen  outlined  below.  Daily  records  were 


kept  of  the  weight,  pregnancy,  litter  size  and 
tumor  incidence  for  each  animal.  They  were 
weanling,  five  weeks  old,  experimentally  naive 
animals  to  begin  with,  having  no  external  evi- 
dence of  mammary  tumors.  Each  group  con- 
sisted usually  of  two  cages  of  6 females  and  one 
male.  They  were  housed  in  plastic  cages  and 
allowed  food  and  water  ad  lib.  Since  both  the 
AQD  and  the  two  alcohol-chloroform  extracts  of 
Mirabilis  multiflora  and  Rumex  hymenosepalus 
(Fraction  B)  were  not  water  soluble,  a suspend- 
ing (or  “wetting”)  agent,  CMC,  was  used  as  a 
vehicle  to  permit  accurate  measurements  of  the 
dosages  to  be  administered.  CMC  was  employed 
in  the  form  of  a 0.5  percent  aqueous  solution. 
Amounts  used  in  the  dosages  varied  from  0.05 
to  0.2  milliliter,  based  on  animal  weight  and 
calculated  test  dose.  It  was  determined  that 
any  female  attaining  a 30  gram  body  weight  was 
pregnant.  A record  of  pregnancy  was  kept  in 
order  to  determine  if  a relationship  existed  with 
tumor  incidence. 

B.  Experiment  No.  1 

The  several  groups  of  mice  were  caught  by 
hand  and  dosed  daily  (6  days  per  week),  by 
intubation  by  manual  use  of  20  ga.  hypo  needle 
with  a ball  tip  for  a period  in  excess  of  one 
year.  Daily  records  were  kept  of  the  animal’s 
weight,  drug  and  dosage  administered,  pregnan- 
cy incidence,  litter  number  and  tumor  incidence 
in  all  groups. 

Since  CMC  was  the  suspending  agent  for  all 
test  substances  used,  it  was  administered  alone, 
to  that  group  of  animals  designated  controls. 

The  results  of  this  experiment  are  detailed 
in  Table  One. 

The  results  would  seem  to  indicate  that  the 
supposed  control  agent,  CMC,  itself  apparently 
had  protective  activity  against  tumor  develop- 
ment. Further,  from  these  results  it  is  impossible 
to  say  whether  the  protective  activity  seen  with 
the  several  doses  of  AQD-CMC  was  due  to  the 
separate  actions  of  these  agents  or  whether  they 
were  acting  synergistically.  In  addition,  it  would 
appear  that  the  natural  products,  (Mirabilis  mul- 
tiflora and  Rumex,  fraction  B)  were  relatively 
ineffective  at  the  doses  employed. 

It  is  noteworthy  that  mice  treated  with  either 
CMC  or  AQD-CMC  were  still  tumor-free  at  the 
time  of  death,  in  spite  of  the  fact  that  treatment 
was  stopped  at  the  time  when  tumors  began  to 
appear. 
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Table  I 

Tumor  Incidence  in  Female  C3H/HeJ  Mice  During  Experiment  1 started  9-21-66. 


Group  # 

Drug 

Dose 

Tumors 

Pregnancies 
in  Group 

Offspring 
in  Group 

# Animals 
Originally 
in  Group 

# Animals 
Surviving 
12-1-67 

I 

CMC 

100  mg/ kg 

0 

20 

18 

12 

7 

II 

AQD  in  CMC 

10  mg/kg 

1 

18 

24 

12 

11 

III 

AQD  in  CMC 

20  mg/kg 

1 

11 

8 

12 

10 

IV 

AQD  in  CMC 

40  mg/kg 

0 

11 

21 

12 

10 

V 

Mirabilis 

20  mg/kg 

11 

19 

28 

12 

2 

VI 

Mirabilis 

40  mg/kg 

8 

18 

35 

12 

2 

VII 

Rumex  (B) 

20  mg/kg 

6 

18 

25 

8 

1 

VIII 

Rumex  (B) 

40  mg/kg 

3 

11 

5 

9 

1 

Table  II 

Tumor  Incidence  in  female  C3H/HeJ  mice  during  Experiment  II  started  7-18-67. 


Group  # 

Drug 

Dose 

Tumors 

Pregnancies 
in  Group 

Offspring 
in  Group 

# Animals 
Originally 
in  Group 

# Animals 
Surviving 
1-11-69 

I 

No  Treatment 

— 

9 

27 

47 

10 

2 

II 

HOH 

— 

7 

4 

3 

12 

2 

III 

CMC 

100  mg/kg 

0 

0 

0 

12 

4 

IV 

AQD-HOH 

80  mg/kg 

2 

5 

10 

12 

2 

V 

AQD-CMC 

80  mg/kg 

0 

0 

0 

12 

6 

C.  Experiment  No.  2 

Because  of  the  equivocal  results  of  the  first 
experiment,  a second  was  begun  on  July  18, 
1967.  It  was  designed  to  delineate  the  separate 
activities  of  CMC  and  AQD.  Animals  in  this 
experiment  were  housed  and  treated  in  the  same 
manner  as  in  the  previous  experiment  and  simi- 
lar records  were  kept.  In  this  experiment,  the 
male  animals  were  dosed  along  with  the  fe- 
males. 

The  results  of  this  experiment,  which  contin- 
ued through  June  22,  1969,  are  detailed  in  Table 
Two. 

DISCUSSION 

We  realize  that  a number  of  deficiencies  and 
unexplained  results  exist  in  these  experiments: 
(a)  The  variation  in  pregnancies  between  the 
two  experiments  and  their  relationships  to  the 
reduced  tumor  incidences  in  Experiment  No.  II, 
may  possibly  have  resulted  from  picking  up  the 
mice  in  the  bare  hands  of  the  operators  in  both 
experiments  and  possibly  in  a different  manner 
in  the  second,  (b)  A question  arises  as  to  whether 
or  not  the  zero  pregnancy  incidence  in  the  CMC 
treatments  of  the  second  experiment  could  have 
affected  tumor  incidence  since  breeding  may  not 
have  occurred,  (c)  In  Experiment  No.  II,  the 
tumor  incidence  with  the  water  treatment  alone 
(only  56  percent)  as  compared  with  self-water- 
ing controls  (90  percent)  indicates  further  that 
the  handling  of  the  mice  produced  an  inhibitory 
effect  which  challenges  the  range  of  the  results 
with  CMC  and  AQD.  (d)  The  modes  of  action 
of  CMC  and  AQD  in  tumor  inhibition  are  un- 
explained and  dose-response  curves  have  not 


yet  been  determined,  (e)  Confirmation  of  possible 
prophylactic  action  of  other  known  antitumor 
agents  has  not  yet  been  completed,  (f)  The  sig- 
nificance of  the  starting  age  of  the  mice  under 
treatment  is  as  yet  unknown,  (g)  Confirmation 
experiments  have  not  been  reported  by  other 
investigators  in  other  laboratories  as  yet. 

Despite  these  and  other  deficiencies  in  the 
experimental  work  to  date,  we  believe  it  to  be 
desirable  to  report  these  results  even  prior  to  the 
completion  of  a third  experiment  now  underway. 

CONCLUSIONS 

These  results  seem,  in  spite  of  unexplained 
observations,  to  show  that  CMC  alone,  when 
administered  orally  and  daily  in  CsH/HeJ  strain 
female  mice  from  the  age  of  weaning  and 
throughout  life,  may  prevent  the  development 
of  tumors  in  these  animals.  In  addition,  AQD  in 
water  as  well  as  in  combination  with  CMC  may 
be  effective  in  preventing  tumor  development. 

We  feel  that  these  results  suggest  the  possi- 
bility of  evidence  to  substantiate  the  theory  re- 
garding a prophylactic  approach  to  the  problem 
of  tumors  in  mice  and  other  mammals.  They 
may,  indeed,  suggest  a possible  new  approach 
to  human  cancer  prophylaxis,  when  confirma- 
tory work  is  done  and  test  models  are  found  in 
higher  animals.  If  eventually  the  procedure  is 
approved,  possibly  all  active  antitumor  agents 
of  the  CCNSC  screens  should  then  be  re-tested 
for  prophylactic  use  in  human  beings. 
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A STUDY  OF  SELECT  COGNITIVE  ORIENTATIONS  AMONG  A 
DRUG-ABUSE,  NON-ABUSE,  AND  NORMAL 
ADOLESCENT  POPULATION 


The  author  chose  an  interesting  group  of  traits 
(alienation,  dogmatism,  internal-external  control, 
sensation-seeking)  for  evaluation  of  adolescents 
with  and  without  drug  abuse  problems.  Continued 
studies  of  this  kind  are  urgently  needed. 


Using  drugs  for  the  exploration  of  the  mind 
and  retreat  from  social  participation  is  an  an- 
cient phenomenon.  During  the  past  century,  it 
occupied  the  attention  of  outstanding  individ- 
uals who  explored  the  relevance  of  the  new 
chemistry  to  practical  medicine  and  to  the  na- 
ture of  the  mind.  The  century,  however,  ended 
with  widespread  and  serious  drug  abuse. 

None  of  these  occurrences  closely  resemble 
the  current  preoccupation  of  drug  experimenta- 
tion and  use  among  adolescents.  The  source  of 
a new  and  expanding  chemistry  affords  the 
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young  drug  user  novelty,  fashion,  and  variety. 
Unfortunately,  drug  abuse  among  our  youth  has 
fostered  serious  personal  and  social  dysfunction. 

Blum1  believes  that  the  drug  movement  is  re- 
lated to  a social  movement  and  that  those  who 
use  drugs  embrace  an  ideology  that  accents  the 
values  of  an  “inner  life.”  He  suggests  that  this 
ideology  represents  a reaction  against  or  a with- 
drawal from  major  contemporary  trends  in  our 
society. 

There  is  still  the  question  of  why  some  adol- 
escents abuse  drugs  and  become  psychologically 
dependent  upon  them.  The  answers  become 
more  difficult  to  pursue  when  drug  dependency 
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is  perceived  as  being  related  to  the  critical  prob- 
lems of  adolescent  development  which  includes 
making  the  transition  to  adult  roles  and  respon- 
sibilities. 

PURPOSE  OF  THE  STUDY 

In  an  effort  to  better  understand  adolescent 
drug-abusers,  it  appeared  feasible  to  focus  on 
personality-environmental  variables  which  en- 
compass a wide  scope  of  attitudinal  and  social 
behaviors.  The  variables  selected  for  this  study 
were  labelled  cognitive  orientations  which  refer 
to  an  individual’s  characteristic  organization  of 
beliefs,  attitudes,  and  concepts  that  eventuates 
in  his  unique,  although  subjective,  representation 
of  himself  in  relationship  to  his  social  environ- 
ment. 

The  major  purposes  of  this  study  were  to: 

1.  discriminate  among  an  adolescent  drug- 
abuse,  non-abuse,  and  “normal”  population 
on  the  basis  of  four  select  measures  which 
assessed  cognitive  orientations  or  personal, 
social,  and  attitudinal  variables; 

2.  identify  underlying  personality  patterns  or 
dimensions  unique  to  an  adolescent,  drug 
dependent,  clinical  population. 

POPULATION  AND  SAMPLE 

The  population  consisted  of  male  and  female 
adolescent  and  young  adults  between  the  ages 
of  16  and  20.  Three  groups  were  randomly  se- 
lected for  comparative  purposes.  Two  groups 
were  each  randomly  selected  from  a psychiatric 
or  clinical  population.  Both  drug-abusers  and 
non-abusers  sought  treatment  as  in-  or  out- 
patients at  a mental  health  facility. 

Drug-abusers  were  defined  as  those  who  used 
either  depressants,  stimulants,  or  hallucinogens 
with  a frequency  of  at  least  three  times  per 
week  for  a continuous  period  of  six  months  or 
more.  Hard  narcotic  users  and  those  who  were 
diagnosed  as  psychotic  or  organically  impaired 
were  excluded  from  the  sample  since  an  empha- 
sis was  placed  upon  assessing  adolescents  more 
representative  of  the  “drug  culture.” 

Non-abusers  sought  psychiatric  or  psycho- 
logical treatment  for  adjustment  and  emotional 
problems.  Although  sporadic  drug  use  was  evi- 
dent in  some  cases,  these  adolescents  did  not 
use  drugs  on  a continuous  basis  or  at  the  re- 
quired frequency  in  order  to  meet  the  criteria 
for  being  defined  as  a “drug-abuser.” 

A third  group  consisted  of  “normal”  adol- 
escents who  were  not  receiving  any  form  of  psy- 
chological treatment  or  counseling.  None  of 


these  adolescents  met  the  criteria  for  being 
labelled  a “drug-abuser.”  This  sample,  which 
served  as  a comparative  group  in  contrast  to 
the  clinical  samples,  was  randomly  selected  from 
a secondary  school. 

Each  of  the  three  comparative  groups  consist- 
ed of  75  adolescents.  The  drug-abuse  group 
consisted  of  38  males  and  37  females  while  the 
non-abuse  group  contained  36  males  and  39  fe- 
males. The  “normal”  group  included  46  males 
and  29  females.  The  mean  age  for  subjects  class- 
ified by  sex  and  comparative  group  ranged  from 
17  years  for  female  drug-abusers  to  age  18  for 
male  “normals.” 

THE  SELECT  COGNITIVE 
ORIENTATIONS  EMPLOYED; 
THEORETICAL  CONSIDERATIONS 

An  important  assumption  of  much  theoretical 
work  in  cognitive  psychology  has  been  that  a 
person’s  encounters  and  interactions  with  his 
environment  are  mediated  by  the  operation  of 
cognitive  structures  which  have  been  labelled 
as  schema,  orientations,  ideologies,  and  styles. 
These  structures  pertain,  more  specifically,  to 
attitudes,  beliefs,  values,  predilections,  and  con- 
cepts which  endow  the  objects,  categories,  and 
actions  of  social  relationships  with  meaning  and 
which,  thereby,  serve  as  frames  of  reference  for 
evaluating  the  environment. 

Cognitive  orientations  characterize  the  man- 
ner and  form  which  an  individual  selectively 
responds  to  complex  emotional  and  social  stim- 
uli in  an  effort  to  adapt  between  internal  needs 
and  environmental  requirements. 

The  four  cognitive  orientations  or  personality 
constructs  employed  in  this  study  were:  aliena- 
tion, dogmatism,  internal-external  control,  and 
sensation-seeking.  A brief  discussion  of  each 
construct  follows. 

Alienation 

Alienation  refers  to  isolation  and  detachment 
from  society  and  the  culture  it  perpetuates.  Low 
reward  value  is  assigned  to  goals,  conventions, 
or  beliefs  that  are  typically  highly  valued  in 
the  society. 

Jessor,  Graves,  Hanson,  and  Jessor2  interpret- 
ed the  concept  of  alienation  as  part  of  the  per- 
sonal belief  structure  referring  to  the  individ- 
ual’s sense  of  social  isolatedness  and  his  es- 
trangement from  basic  life  roles. 

The  measure  of  alienation  employed  in  this 
study  was  developed  by  Jessor,  et  al2  and  con- 
sisted of  13  items. 
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Dogmatism 

The  construct  of  “dogmatism”  is  defined  by 
Rokeach  as  . . a relatively  closed  cognitive 
organization  of  beliefs  and  disbeliefs  about  re- 
ality, organized  around  a central  set  of  beliefs 
and  disbeliefs  about  absolute  authority  which, 
in  turn,  provides  a framework  for  patterns  of 
intolerance  and  qualified  tolerance  towards 
others.”3 

Plant,  Telford  ,and  Thomas4  found  high  dog- 
matic subjects  to  be  immature,  impulsive,  de- 
fensive, and  stereotyped  in  their  thinking.  Low 
dogmatic  subjects  were  outgoing,  enterprising, 
calm,  mature,  forceful,  responsible,  and  success- 
ful in  academic  settings. 

Rokeach’s  40  item,  revised  Dogmatism  Scale 
(Form  E)  was  selected  for  use  in  this  study. 

Internal-External  Control 

Concepts  such  as  self-confidence,  ego  strength, 
and  helplessness  have  been  used  to  denote  the 
degree  to  which  man  is  able  and  believes  him- 
self capable  of  controlling  the  important  events 
in  his  life. 

This  variable  refers  to  the  disposition  to  per- 
ceive one’s  reinforcements  as  consequences  of 
one’s  own  behavior  or  as  due  to  extrinsic  fac- 
tors. Those  who  believe  that  they  exercise  some 
control  over  their  destinies  are  considered  to  be 
internally  controlled.  Externals  believe  that  their 
reinforcements  are  controlled  by  luck,  chance, 
fate,  or  powerful  others.5 

Research  indicates  that  persons  who  maintain 
internal  control  expectancies  are  more  cognitive- 
ly and  perceptually  alert  than  are  those  who 
hold  external  control  expectancies.  Internal  per- 
sons seem  to  explore  and  think  about  their 
circumstances  more  actively  than  do  external 
persons. 

Rotter’s  29  item  measure  of  internal-external 
control  was  administered  in  this  study. 
Sensation-Seeking 

A number  of  researchers  have  postulated  the 
concept  of  optimal  stimulation  which  assumes 
that  under  conditions  of  sensory  deprivation  or 
overstimulation  the  organism  seeks  to  increase 
or  decrease  the  sensory  input  to  a level  condu- 
cive to  optimal  functioning. 

Studies  of  exploratory  behavior  and  the  con- 
sequences of  sensory  deprivation  in  both  ani- 
mals and  humans  have  indicated  that  organisms 
are  motivated  by  the  absence  or  reduction  of 
certain  kinds  of  stimulus  variability.6 

To  the  degree  that  a preferred  level  of  stim- 


ulation for  any  one  individual  has  some  long- 
range  stability,  the  individual  optimal  level 
should  constitute  a meaningful  descriptive  and 
analytical  personality  trait. 

Zuckerman,  Kolin,  Price,  and  Zoob7  devel- 
oped the  Sensation-Seeking  Scale  (SSS)  to  pro- 
vide a quantitative  measure  of  the  strength  of 
need  for  stimulation.  The  questionnaire  items 
pertain  to  preferences  for  intensities  of  sensa- 
tion, familiarity  as  opposed  to  novelty,  and  se- 
curity as  opposed  to  adventure.  (The  SSS,  Form 
II,  was  employed  in  this  study.) 

Several  researchers  have  correlated  sensation- 
seeking with  personality  traits  and  patterns. 
Blackburn8  discovered  that  the  SSS  correlated 
positively  and  significantly  with  MMPI  meas- 
ures of  impulsivity,  extrapunitiveness,  and  psy- 
chopathy, and  with  scales  of  overt  and  covert 
hostility. 

Zuckerman  and  Link9  have  summarized  the 
personality  traits  of  the  low  and  high  sensation- 
seeker: 

“The  low  sensation-seeker  seems  to  need  order 
and  predictability  in  his  environment.  He  values 
social  affiliation  and  is  willing  to  give  to,  or 
give  in  to,  others  to  maintain  stability.  The  high 
sensation-seeker  needs  change  in  his  environ- 
ment, independence  from  others,  and  probably 
needs  others  primarily  as  an  audience  to  his  own 
performance.  He  tends  to  be  impulsive  and 
labile.  He  (high  sensation-seeker)  tends  to  be 
oriented  to  body  sensations,  extraverted,  thrill- 
seeking, active,  impulsive,  antisocial  or  non- 
conformist, and  low  on  anxiety.  He  may  be 
eccentric  but  is  less  likely  to  be  psychiatrically 
disturbed  than  low  sensation-sekers.” 
PROCEDURE 

The  four  select  measures  were  administered 
to  each  subject  in  a booklet  form.  The  question- 
naires were  labelled  as  “opinion”  and  “interest” 
surveys  which  were  intended  to  enable  the  re- 
searcher to  better  understand  adolescents  and 
problems  of  contemporary  youth. 

After  each  subject  satisfactorily  completed  the 
questionnaire,  they  were  classified  by  compara- 
tive group  (drug-abuser,  non-abuser,  or  “nor- 
mal”). Confidentiality  was  insured  since  names 
were  not  requested. 

ANALYSIS  OF  THE  DATA 
AND  FINDINGS 

Two  statistical  procedures  were  implemented 
to  determine  whether  the  adolescent  compara- 
tive groups  could  be  discriminated  by,  first,  total 
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mean  scores  and,  secondly,  by  a factor  analysis* 
of  items  on  each  of  the  four  instruments.  Items 
were  analyzed  to  determine  if  there  were  under- 
lying personality  patterns  which  could  distin- 
guish each  group. 

The  analysis  of  the  data  using  total  mean 
scores  for  each  of  the  three  measures,  namely, 
alienation,  dogmatism,  and  internal-external  con- 
trol, revealed  no  significant  differences  among 
the  drug-abuse,  non-abuse,  and  “normal”  groups. 
It  was  concluded  that  strong  commonalities  in 
attitudinal  and  belief  orientations  ( cognitive 
orientations ) existed  among  the  three  adolescent 
comparative  groups. 

On  the  measure,  sensation-seeking,  however, 
drug-abusers  had  a significantly  higher  mean 
score  than  non-abusers,  but  the  drug-abusers’ 
scores  were  not  significantly  different  from  the 
“normals.”  Drug-abusers,  therefore,  displayed  a 
greater  preferred  level  for  stimulation  or  sensa- 
tion-oriented experiences  than  non-abusers  but 
not  greater  than  “normals.” 

The  factor  analysis  revealed  structural  simi- 
larity and  comparability  between  the  drug- 
non-abuse,  and  “normal”  samples  for  the  meas- 
ures alienation,  dogmatism,  and  sensation-seek- 
ing. The  presence  of  secondary  characteristics, 
however,  revealed  some  qualitative  differences 
among  the  groups  although  these  characteristics 
or  personality  qualities  were  impossible  to  spe- 
cifically identify  because  of  the  particular  meth- 
odological strategy  employed  and,  in  addition, 
because  of  the  inaccessibility  to  a more  elabor- 
ate statistical-computer  program. 

With  respect  to  the  measure  alienation,  the 
drug-abusers  revealed  more  of  an  absence  of 
shared  values  with  others  than  the  other  two 
comparative  groups.  In  addition,  drug-abusers 
expressed  a lack  of  gratification  in  ordinary  role 
activities  and  a helplessness  about  coping  with 
the  future. 

An  inspection  of  the  drug-abusers’  responses 
to  the  Dogmatism  Scale  indicated  that,  as  a 
group,  they  manifested  an  intolerance  towards 
authority  and  authoritative  representations. 
Consequently  ,they  were  more  inclined  to  make 
a pseudo-identification  with  social-political 
causes  or  issues.  It  can  be  speculated  on  the 
basis  of  the  test  results  that  drug-abusers  are 


“Factor  analysis  is  a special  correlational  technique  whereby 
each  item  is  individually  correlated  with  all  other  items  simul- 
taneously in  an  effort  to  reduce  the  complexity  of  personality 
traits,  qualities,  and  characteristics  being  measured. 


more  reluctant  to  alter  their  beliefs  about  and 
towards  social  conventions  and  culturally  valued 
institutions  because  of  their  deeply  rooted  am- 
bivalence towards  authority  representations. 
This  could,  conceivably,  result  from  difficulties 
in  establishing  a satisfying  reference  group  that 
meets  their  emotional  needs  in  a personally 
meaningful  manner. 

DISCUSSION  AND  IMPLICATIONS 

Speculation  is  called  for  to  explain  the  lack 
of  significant  differences  among  the  three  com- 
parative groups  for  the  measures  alienation, 
dogmatism,  and  internal-external  control. 

One  possible  explanation  could  reside  in  the 
structural  nature  of  cognitive  and  personality 
functioning  of  adolescents.  Among  the  three 
comparative  groups,  the  process  of  personality 
structuralization  may  not  have  crystalized  into 
more  identifiable  and  discernible  cognitive  ori- 
entations. The  age  group  studied  may  have 
lacked  more  flexible  and  differentiated  ways  of 
coping  with  and  categorizing  their  multifaceted 
environment. 

The  lack  of  significant  differences  among  the 
three  comparative  groups  on  the  measure  inter- 
nal-external control  may  have  resulted,  in  part, 
upon  the  drug-abusers’  dependence  and  reliance 
on  a chemical  agent  or  substance  which  arti- 
ficially and  rapidly  induces  a subjective  feeling 
of  confidence,  strength,  and  mastery.  The  au- 
thor’s clinical  observations  gained  through  treat- 
ing adolescent  drug-abusers  supports  this  spec- 
ulation. Many  of  these  patients  avow  that  with 
the  aid  of  a drug  their  social  anxieties  and  inner 
turmoil  magically  subside. 

Of  the  four  cognitive  orientations  or  con- 
structs studied,  sensation-seeking  is  perhaps  the 
most  promising  in  understanding  the  cognitive 
and  personality  functioning  of  the  drug-abuser. 
The  available  research  on  this  construct  con- 
sists of  both  personality  and  physiological 
studies. 

Several  researchers  have  related  high  degrees 
of  sensation-seeking  with  antisocial  or  psycho- 
pathic character  traits.  Blackburn8  discovered 
that  a high  level  of  stimulation  seeking  is  char- 
acteristic of  asocial  behavior,  aggressiveness, 
distrust  of  authority,  impulsivity,  extrapunitive- 
ness,  negative  demeanor,  and  lack  of  guilt.  High 
degrees  of  sensation-seeking  were  not  charac- 
teristic of  the  more  neurotic,  guilt-ridden  indiv- 
iduals who  tended  to  resort  to  fantasy  in  order 
to  cope  with  problems. 
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Physiological  studies  of  individuals  who  dis- 
play antisocial  behavior  suggest  that  this  be- 
havior represents  an  extreme  of  sensation-seek- 
ing as  a consequence  of  the  unpleasant  affective 
state  created  by  abnormally  low  basal  reactivity 
and/or  rapid  adaptation  to  sensory  inputs.10 

Consequently,  a greater  intensity  or  variation 
in  stimulation  is  assumed  necessary  for  the  anti- 
social individual  to  maintain  a pleasant  feeling 
state.  This  individual,  seemingly,  too  readily 
adapts  to  his  environment  and,  thereby,  be- 
comes bored  and  disatisfied.  For  this  individual, 
drugs  could  alter  his  moods  sufficiently  to  alle- 
viate oppressive  feelings  and  affects. 

The  relationship  between  lowered  autonomic 
reactivity  and  antisocial  or  psychopathic  be- 
havior is  not  completely  understood,  however, 
some  researchers  believe  sensory  systems,  corti- 
cal processes,  or  interaction  of  cortical  and  auto- 
nomic systems  could  be  involved. 

The  origin  of  lowered  reactivity  could  be 
attributed  to  psychogenic  variables.  Borkovec11 
suggests  that  lowered  reactivity  is  the  underly- 
ing basis  for  the  poor  conditionability  of  anti- 
social personalities.  Deprivation  early  in  life  or 
a childhood  spent  in  an  emotionaless  or  impov- 
erished family  environment  may  result  in  an 
underreactive  organism  with  lowered  auto- 
nomic reactivity  and  a predisposition  for  acting- 
out  and  psychopathy. 

Further  research  into  the  parent-child  rela- 
tionships and  family  atmosphere  of  high  sensa- 
tion - seeking  drug  - abusers  certainly  seems 
valuable  in  clarifying  the  etiology  of  those  be- 
haviors. 

The  lack  of  substantial  differences  between 
the  drug-abusers  and  “normals”  on  the  measure 
sensation-seeking  is  probably  due  to  the  global 
nature  of  this  construct.  There  has  been  a recent 
attempt  to  identify  distinct  forms  or  components 
of  sensation-seeking  or  novelty  experiencing.12 
These  measures  are  undergoing  further  concep- 
tual and  validity  studies. 

It  is  highly  plausible  that  different  forms  of 
sensation-seeking  are  differentially  related  to 
varying  levels  of  autonomic  reactivity,  adapta- 
tion, and  coping  mechanisms. 

Although  drug-abusers  and  “normals”  ex- 
pressed a similar  level  or  preference  for  sensa- 
tion-oriented experiences,  the  form  or  manner 
in  which  sensation  results  in  satisfying  or  pleas- 
ant experiences  is  obviously  entirely  different. 
Drug-abusers  rely,  perhaps,  on  chemicals  or 


drugs  to  maintain  a particular  level  of  stimula- 
tion. For  whatever  reason,  they  fail  to  seek  out 
more  adaptive  sensation-oriented  experiences 
within  their  environment  or  generate  internal 
forms  of  sensation  through  dreams,  imagery, 
memories,  or  fantasy. 

“Normals,”  logically,  effectively  seek  out  or  in- 
ternally generate  satisfying  experiences  with 
sensation  equivalents  but  manifest  a behavioral 
style  or  orientation  that  is  more  adaptive  and 
that  is  at  a higher  level  of  functioning  than  their 
drug  dependent  peers. 

CONCLUSIONS 

This  study  represented  an  exploratory  attempt 
to  identify  significant  personality  differences 
among  drug-abusers,  non-abusers,  and  “normals” 
by  assessing  a wide  scope  of  personal-social  and 
attitudinal  variables,  namely,  cognitive  orienta- 
tions. 

Results  revealed  strong  commonalities  among 
the  three  adolescent  comparative  groups  with 
respect  to  alienation,  dogmatism,  and  internal- 
external  control.  More  subtle  differences  of  a 
qualitative  nature  were  evident  among  the 
groups.  Further  research  is  required  to  ascertain 
and  identify  these  differences. 

Despite  the  similarity  among  the  comparative 
groups,  one  promising  area  for  further  investiga- 
tion is  the  relationship  between  drug  depen- 
dency and  sensation-seeking.  A further  under- 
standing of  sensation-seeking,  as  it  relates  to 
physiological  processes  and  personality  func- 
tioning, may  well  lead  us  to  being  able  to  pre- 
dict which  adolescents  may  become  drug  depen- 
dent as  well  as  the  form  of  psychopathology 
they  are  likely  to  manifest. 
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FUTURE  SHOCK-THE  DISEASE  OF  CHANGE 


The  term  “future  shock”  was  coined  by  Alvin 
Toffler  in  1965  to  describe  the  shattering  distress 
and  disorientation  in  individuals  who  are  in- 
volved in  too  much  change  in  too  short  a time. 
During  the  following  five  years,  Toffler  extend- 
ed his  research  in  this  area  leading  to  the  ac- 
claimed non-fiction  bestseller  of  the  same  title.1 
Future  shock  isn’t  listed  as  yet  in  Index  Medicus, 
but  it  is  the  thesis  of  this  book  that  there  are 
discoverable  limits  to  the  amount  of  change 
that  the  human  being  can  absorb,  and  that  the 
accelerative  thrust  of  change  without  prior  de- 
termination of  these  limits  increases  the  risks. 
Thus,  the  individual  must  find  new  ways  to 
anchor  himself,  for  the  old  roots  — religion, 
nation,  community,  family  or  profession  — are 
being  seriously  challenged.  Transcience  is  the 
new  “temporiness”  in  everyday  life  including 
man’s  relationship  to  other  people,  places,  things, 
institutions,  and  certain  ideas  or  to  the  informa- 
tion flow  in  society  — all  telescoped  in  time 
because  of  society’s  accelerative  thrusts.  Toffler 
indicates  that  it  may  be  possible  to  develop  a 
“transcience  index”  that  could  disclose  this  in- 
formation, clarifying  the  differences  in  the  ex- 
periences of  different  groups  in  society  and 


stresses  the  need  for  individualized  planning 
for  the  future.  Other  palliative  measures  for  the 
change-pressed  individual  and  more  radically 
curative  procedures  for  society  are  discussed  as 
related  to  war,  ecology,  revolt  of  the  young, 
wealth  and  poverty,  and  the  rise  of  a potentially 
deadly  mass  irrationalism. 

American  medicine  is  not  without  its  successes, 
failures,  and  “future  shock”  in  varying  degrees. 
Planning  for  future  medical  needs  involves  this 
fast-paced,  complex  society  dependent  upon  ex- 
tremely advanced  technology  and  ideally  a post- 
materialist value  system,  advised  by  Toffler  in 
what  he  terms  the  coming  “super-industrialized 
society.”  Considering  the  rapidity  with  which 
Medicine  is  changing,  the  knowledge  explosions 
that  have  occurred  in  recent  years,  and  the 
changing  socio-economic  conditions  of  our  times, 
we  should  be  more  than  capable  of  diagnosing 
and  treating  that  disease  of  change  — “Future 
Shock,”  but  not  without  intensive  broad-based 
planning  for  today  and  for  a generation  ahead. 

John  R.  Green,  M.D. 


'Toffler,  Alvin:  Future  Shock,  A Bantom  Book,  Random  House, 
Inc.,  Publisher,  1970. 
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President's  Page 


JOHN  J.  STANDIFER,  M.D. 
PRESIDENT 


In  approaching  the  coming  year  I look  for- 
ward to  getting  better  acquainted  with  the  phy- 
sicians of  Arizona.  I’m  sure  we  share  many 
hopes  and  fears  for  medicine.  I’m  sure  we  have 
many  differences.  Let’s  share  our  thinking.  The 
Arizona  Medical  Association  is  the  vehicle  to 
forward  our  common  interests.  Through  the  Ari- 
zona Medical  Association  we  can  resolve  many 
of  our  differences.  Your  expression  of  concern  is 
a vital  step  in  our  working  together. 

The  president  of  every  county  society  is  in- 
vited to  all  Board  of  Directors  meetings.  He  is 
urged  to  express  the  needs  and  concerns  of  your 
society  there.  You,  as  a member,  can  call  the 
central  office  or  me  personally  or  write  to  us 
about  any  subject.  I will  try  to  visit  every 
county  society  during  the  year,  so  we  can  dis- 
cuss the  problems  of  medicine. 

The  expertise  of  many  of  our  members  and 
their  devotion  to  solving  our  common  problems 
is  one  of  our  great  assets.  An  executive  staff 
with  impressive  loyalty  and  intelligence  is  an- 
other. A concerned,  informed,  and  expressive 
membership  is  necessary  for  us  to  be  as  effec- 
tive as  possible.  All  our  resources  may  be  in- 
adequate for  the  job  head,  but  surely  it’s  worth 
a try. 
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RESEARCH  IN  THE  DEPARTMENT  OF  PHYSIOLOGY 


Those  of  us  who  have  been  with  the  College 
of  Medicine  since  it  opened  in  1967  have  taken 
considerable  pride  in  the  development  of  the 
school  with  its  many  teaching  programs  geared 
to  providing  the  medical  student  with  contempor- 
ary medical  knowledge.  At  the  same  time,  an 
important  part  of  the  faculty  effort  has  been 
devoted  to  developing  new  research  programs  as 
well.  Some  idea  of  the  varied  research  activi- 
ties in  the  basic  sciences  may  perhaps  be  ob- 
tained from  examination  of  several  projects  in 
the  Department  of  Physiology. 

Current  studies  of  the  nervous  system  em- 
phasize two  quite  separate  aspects.  On  the  one 
hand  the  integrative  function  of  the  spinal  cord 
in  posture  and  locomotion  is  being  studied  in 
Dr.  Douglas  Stuart’s  laboratory.  In  these  stud- 
ies the  electrical  activity  of  muscle  receptor  af- 
ferents  and  individual  neurones  in  the  spinal  cord 
of  the  cat  are  recorded  during  stretch  and  con- 
traction of  hind  limb  muscles.  This  research  is 
providing  information  regarding  the  fundamen- 
tal transducing  properties  of  muscle  stretch  re- 
ceptors and  their  role  in  the  reflex  control  of 
posture  and  locomotion.  A related  aspect  of  this 
program  is  being  carried  on  at  NAU  by  Dr. 
George  Goslow  of  the  Department  of  Biological 
Sciences.  Dr.  Goslow  is  using  motion  picture 
photography  to  study  the  extremes  of  joint  move- 


ment which  occur  during  the  natural  walking, 
running,  jumping  and  landing  movements  of  the 
unrestrained  cat.  The  movements  recorded  in 
this  study  are  duplicated  in  the  spinal  cord 
studies  in  Dr.  Stuart’s  laboratory  by  use  of  a 
specially  designed  servo-regulated  muscle  stretch 
device. 

Dr.  Raphael  Gruener  is  studying  neuromus- 
cular transmission  and  membrance  excitability 
of  single  nerve  and  muscle  cells.  Most  of  this 
works  is  performed  on  such  exotic  creatures  as 
the  Aplysia  Californica  and  certain  barnacles; 
both  of  which  seem  to  have  been  especially  de- 
signed for  electrophysiologists.  Recently,  similar 
techniques  have  been  adapted  by  Dr.  Gruener 
and  Dr.  Lawrence  Stern  of  the  Department  of 
Internal  Medicine  to  study  the  sites  of  mem- 
brane dysfunction  in  myopathies  which  follow 
long-term  corticosteroid  or  thyroxine  treatment 
in  the  mouse  and  rat. 

In  Dr.  William  Dantzler’s  laboratory  basic 
aspects  of  renal  function  relating  to  tubular  trans- 
port of  uric  acid  and  regulation  of  individual 
nephron  glomerular  filtration  rates  are  under 
study.  The  uric  acid  studies  involve  microdis- 
section of  individual  tubules  from  the  snake 
kidney.  The  tubule  is  cannulated  at  both  ends 
and  perfused  with  solutions  of  varying  composi- 
tions to  measure  uric  acid  transport.  This  type 
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of  approach  is  new  and  is  applicable  only  to  a 
few  species  in  which  the  tensile  strength  of  the 
tubule  permits  surgical  isolation. 

Drs.  Paul  Johnson  and  Robert  Gore  are  study- 
ing the  dynamic  properties  of  the  microcircula- 
tion using  techniques  largely  developed  in  their 
laboratories.  Dr.  Gore  uses  a servo  pressure  sys- 
tem to  monitor  pressures  in  capillaries  and  ar- 
terioles through  a one  micron  pipette  inserted 
into  the  blood  vessel.  His  studies  of  pressure  and 
diameter  of  individual  arterioles  indicate  that 
there  is  a zone  of  maximal  response  to  vasocon- 
strictor stimuli  in  the  arterioles.  This  zone  shifts 
upward  to  the  large  arterioles  with  hypotension 
and  downward  toward  the  precapillary  sphinc- 
ters in  hypertension.  Dr.  Johnson’s  studies  in- 
volve continuous  measurement  of  red  cell  velo- 
city in  individual  capillaries  of  skeletal  muscle 
and  mesentery.  These  studies  show  a high  de- 
gree of  pressure  sensitivity  in  the  microvessels, 
especially  the  precapillary  sphincters.  When  in- 
ternal pressure  is  elevated  the  sphincters  close, 
apparently  through  a myogenic  mechanism.  This 
may  constitute  a buffer  mechanism  for  control 
of  capillary  filtration  in  hepatic  cirrhosis  for 
example. 

Dr.  George  Hedge  is  studying  the  role  of  the 
hypothalamus  in  regulating  the  pituitary  secre- 
tion of  ACTH  and  TSH.  Evidence  has  been 
obtained  for  a cholinergic  mechanism  in  the 
regulation  of  ACTH  secretion.  In  addition,  cer- 
tain prostaglandins  have  been  found  to  profound- 
ly influence  ACTH  secretion  by  way  of  the  hy- 
pothalamus. Similar  studies  of  the  neuroendo- 
crine regulation  of  the  thyroid  axis,  and  its  rela- 
tionship to  the  adrenocortical  system,  are  now 
in  progress. 

The  purpose  of  these  studies  is  to  unravel  some 
of  the  fundamental  mechanisms  involved  in  nor- 
mal physiological  function.  The  concepts,  and  in 
some  instances  the  techniques,  are  applicable 
to  understanding  disease  states.  Medicine  has 
already  provided  some  of  the  best  examples  of 
the  ultimate  value,  in  human  terms,  of  basic 
research.  In  addition,  such  research  provides 
an  essential  ingredient  in  the  intellectual  milieu 
which  characterizes  the  modern  academic  med- 
ical center. 


_ \ 

Editorial 

J 

NOTES  ON  THE  ROYAL 
CONTEMPORARIES  OF  ANDREAS 
VESALIUS,  THE  ANATOMIST 

John  W.  Kennedy 


Perhaps  the  most  famous  personage  to  whom 
Vesalius  acted  as  personal  physician  was  Em- 
peror Charles  V,  the  last  of  the  Holy  Roman 
Emperors.  Charles  V built  a greater  empire 
than  did  the  original  Holy  Roman  Emperor 
Charlemagne.  At  the  age  of  19,  Emperor  Char- 
lie was  elected  to  succeed  his  grandfather  Maxi- 
millian  I.  There  was  some  spirited  bidding  be- 
tween Henry,  Francis,  the  king  of  France,  and 
Henry  VIII  of  England.  But  good  old  Charlie 
won  out  aided  by  credit  which  he  secured  from 
the  Fuggers,  the  bankers  in  Augsburg,  Germany. 
His  nearest  rival  was  said  to  be  Francis  I of 
France  “whose  regal  smile  adorned  an  empty 
head,”  but  whose  credit  card  had  expired. 

Now  Charlie’s  father  was  Prince  Phillip  the 
Handsome  and  his  mother  was  Joanna,  the 
daughter  of  Ferdinand  of  Aragon  and  Isabella  of 
Castille.  On  the  death  of  Charlie’s  grandfather, 
Ferdinand  of  Spain,  he  inherited  through  his 
mother  the  Spanish  kingdom,  which  was  ripe 
for  plucking  with  the  Spanish  Galleons  coming 
back  from  the  New  World  ladened  with  silver. 

From  Maximillian  I,  his  fraternal  grandfather, 
he  inherited  the  Austrian  kingdom.  This  grand- 
father was  known  as  “Maximillian,  the  money- 
less,” because  he  made  frequent  journeys  to 
Venice  and  borrowed  all  the  money  he  could 
get  from  the  bankers  at  high  rates  of  interest. 
The  bankers  were  always  glad  to  accommodate 
him,  within  certain  limits. 

From  both  Maximillian  and  from  Ferdinand, 
he  inherited  some  of  the  choicest  parts  of  what 
is  now  Italy.  Herewith  hangs  a tale  of  the  sale 
of  indulgences,  marriage  annulments,  St.  Bar- 
tholomey’s  massacre,  and  plots  against  the  life 
of  Elizabeth  I by  Pius  X and  Phillip  II. 
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Charles  V,  the  last  of  the  Holy  Roman  Em- 
perors, was  born  in  Ghent  in  1500  A.D.  He  was 
known  as  a Burgundian,  and  because  he  was  the 
son  of  Phillip  the  Handsome  or  Phillip  of  Bur- 
gundy. 

Francis  I,  the  French  king,  and  Henry  VIII 
of  England,  met  in  1520  and  camped  between 
Andres  and  Guynes  near  Callais  where  they 
had  a drinking  and  feasting  bout.  The  French 
nobles  reputedly  sold  their  farms  and  proper- 
ties to  properly  adorn  themselves  and  gathered 
at  what  now  is  called  “the  camp  of  gold.”  Here 
professional  wrestlers  and  drinking  and  jousting 
took  place  for  a period  of  eighteen  days.  Francis 
undiplomatically  challenged  Henry  to  wrestling 
and  threw  Henry  on  his  can.  This  he  had  wanted 
to  do  because  Henry’s  professional  wrestlers  had 
defeated  the  French  professional  wrestlers.  Wol- 
sey,  Henry’s  Cardinal  was  there  adding  his  in- 
trigue and  confusion.  Well,  this  setback  upon  his 
gluteal  folds  by  Francis  disturbed  Henry  VIII 
so  he  took  a side  trip  to  visit  Charles  V on  his 
way  back  to  England.  Shortly  after  this,  Francis 
I and  Charles  V had  at  least  three  wars  and  they 
were  always  vieing  for  the  friendship  of  Henry 
VIII.  In  order  to  influence  Henry,  they  were 
constantly  bribing  Wolsey,  and  Wolsey  thought 
he  could  manipulate  things  and  become  the  next 
Pope.  This  was  a dismal  failure. 

An  aside  to  this  is  the  fact  that  Francis  II 
married  one  of  Henry’s  sisters  who  subsequently 
became  Mary  I of  England  and  followed  Henry 
VIII  on  the  English  throne  when  Henry  died. 
She  didn’t  last  very  long  and,  after  the  sudden 
death  of  Francis  II,  she  married  Phillip  II  of 
Spain  who  was  Charles  the  V’s  son  who  inherited 


the  Spanish  kingdom.  Later  Emperor  Charlie  V 
got  tired  of  the  whole  business  and  retired  to 
a monastery. 

When  Francis  I died  he  was  succeeded  by 
Henry  II  and  he  imagined  himself  quite  a 
Romeo  and  horseman  of  great  valor.  He  tilted 
with  Montgomery,  who  was  the  captain  of  his 
Scottish  Guard,  but  by  an  unfortunate  accident 
the  spear  went  through  the  k'ng’s  helmet  and 
even  Ambrose  Pare  could  not  save  him.  It  is 
known  that  Andreas  Vesalius  was  called  in 
on  this  same  case.  When  Francis  II  married 
Mary  Stuart,  Henry  VIII’s  sister;  she,  of  course, 
became  Queen  of  France.  As  we  have  already 
stated,  she  later  became  Queen  of  England 
after  Henry’s  death  when  she  was  married  to 
Phillip  II.  He  stayed  with  her  only  about  a 
year  when  it  was  found  out  that  she  had  a false 
pregnancy  and  when  he  left,  she  promptly  died. 

Emperor  Charles  V who  had  retired  and  dur- 
ing his  reign  had  employed  Andreas  Vesalius  as 
his  court  physician.  And  then  Charlie  retired  to 
the  monastery  and  Andreas  went  to  Spain  as 
court  physician  to  Phillip  II.  Here  he  was  instru- 
mental in  helping  to  save  the  life  of  Don  Juan, 
Phillip’s  son.  But  this  incurred  the  anger  of  the 
Spanish  court  physicians,  and  to  escape  the  In- 
quisitor who  was  handy  at  that  time,  Vesalius 
sought  Phillip’s  protection  and  permission  to 
leave  Spain  and  make  a journey  to  the  Holy 
Land,  from  this  journey  he  never  returned. 

So  there  you  have  it.  Very  little  about  the 
famous  Anatomist  or  any  other  medical  subject 
but  a line  or  two  about  some  other  intriguing 
people. 
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CLARENCE  G.  SALSBURY,  M.D. 

THOMAS  D.  WATTS,  M.S.W. 


By  all  standards  he  is  a most  remarkable  man. 
Twelve  years  as  a medical  missionary  in  China, 
twenty-three  years  as  superintendent  and  med- 
ical director  of  the  famed  Ganado  Mission  in 
the  Navajo  country  of  Arizona  (where  he  was 
known  as  the  “sagebrush  surgeon”1),  eleven 
years  as  head  of  the  Arizona  State  Health  De- 
partment, Dr.  Clarence  Grant  Salsbury  will  cele- 
brate his  forty-fifth  year  as  an  Arizona  physician 
this  month  of  May,  1972,  and  along  with  it  his 
eighty-sixth  year  of  life,  and  his  fifty-ninth  as  a 
physician.  He  will  celebrate  the  event  quietly, 
unostentatiously,  without  fanfare  — very  much 
in  the  same  vein  with  which  he  has  approached 
all  the  multi-faceted,  fast-transpiring  events  that 
have  marked  the  path  of  his  inspiringly  long 
and  colorful  medical  career. 

Dr.  Salsbury  in  his  long  life  has  lived  through 
three  significant  and  important  careers,  all 
studded  with  enough  drama  and  enough  history 
to  provide  material  for  several  books  on  each. 
One  book  has  been  written,  The  Sahbury  Story, 
a moving,  impressively  written  autobiography 
published  in  1969  by  the  University  of  Arizona 
Press.  Many  articles  in  national  magazines  have 
been  written  on  Dr.  Salsbury  and  his  work 
through  the  years,  especially  about  his  illustri- 
ous and  colorful  period  at  Ganado.  It  was  at 
Ganado  and  in  Arizona  that  he  spent  the  greater 
part  of  his  life,  and  it  is  here  in  Arizona  that 
he  spent  the  greater  number  of  his  years  as  a 
physician  — forty-five  years  as  an  Arizona  physi- 
cian — a fact  that  forges  a deep  and  long-abiding 
respect  and  admiration  for  his  accomplishments 
by  the  Arizona  physician  community  and  by  the 
Arizona  public.  “The  Navajos  affectionately  call- 
ed him  ‘Dr.  Big,’  said  one  article,  “and  the  citizens 
of  Arizona  will  always  remember  him  as  one  of 
the  most  colorful  public  servants  in  the  history 
of  the  state.”2  Certainly  no  one  article  or  book 
could  easily  contain  all  the  material  needed  to 
sufficiently  and  adequately  relate  “the  Salsbury 
story.” 

The  beginnings  go  as  far  back  as  the  imagina- 
tion can  flow,  to  a small  crossroads  town  in 
Ontario,  Canada  called  ‘’Moira,”  named  after  a 


Mr.  Watts  is  a Medical  Social  Work  Consultant  and  a member 
of  the  Medical  Review  Team  of  the  Arizona  State  Dept,  of  Public 
Welfare. 


pretty  village  in  County  Down.  The  year  was 
1886,  in  a land  of  gentle,  rolling  green  hills,  lush 
farmlands,  and  a prevailing  atmosphere,  as  he 
puts  it,  of  “Christian  gentleness  overlaid  with 
Calvinist  severity.”  It  was  a deeply  religious, 
hard-working  Scotch-English  Methodist  family, 
and  he  was  the  oldest  of  twelve  children.  To  be 
the  oldest  in  any  family  is  to  learn  to  shoulder 
responsibilities,  heavy  responsibilities  at  that, 
and  at  a tender  age,  and  the  Salsbury  family 
was  no  exception.  Almost  from  the  very  begin- 
ning he  had  in  mind  becoming  a medical  mis- 
sionary. In  1906,  at  the  age  of  twenty,  he  ap- 
plied, and  was  accepted,  at  the  Union  Mission- 
ary Training  Institute  in  Brooklyn,  New  York. 
It  was  there  that  he  met  Cora,  who  was  to  be 
his  wife  for  fifty-eight  years  until  her  death  a 
few  years  ago.  Together,  recently  graduated 
nurse  and  doctor,  they  set  out  as  medical  mis- 
sionaries to  far-away  Hainan  island,  off  the 
China  coast.  It  was  December,  1913,  and  ring- 
ing in  their  ears  were  the  parting  admonitionary 
words  of  Dr.  Arthur  Judson  Brown  (one  of  the 
senior  secretaries  of  the  Presbyterian  Board  of 
Foreign  Missions)  who  homilized:  “Keep  your 
head  cool  and  your  feet  warm,  your  mouth  shut 
and  your  bowels  open.” 

Hainan  has  become  rather  well-known  to 
many  now,  largely  because  of  the  Vietnam  War 
(it  is  boundaried  by  the  famous  Gulf  of  Ton- 
kin). It  lies  just  south  of  the  Luchow  peninsula, 
on  the  old  steamer  route  from  Hong  Kong  to 
Hanoi  and  Haiphong.  This  “stepdaughter  of 
China”  as  someone  called  it,  is  directly  east  of 
North  Vietnam,  and  is  so  tropical  that  ancient 
scribes  of  India  referred  to  it  as  “The  Isle  of 
Palms.”  An  exotic  title,  yes,  but  hardly  perfect 
climatically  in  terms  of  personal  living  condi- 
tions. The  infamous  and  dreaded  typhoon  season 
came  in  July,  August  and  September  leaving 
scores  injured  or  dead,  wreaking  great  damage 
over  hundreds  of  miles. 

The  annual  salary  for  the  first  five  years 
amounted  to  only  $1,050.  It  was  a frugal  life,  one 
requiring  equal  dosages  of  dedication  and  “plan- 
ning and  paring.”  It  was  a twelve-year  stay,  a 
twelve-year  long  exercise  in  the  healing  art  to  a 
desperate  people  needing  so  badly,  in  so  many 
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ways.  “Our  worst  outbreaks  of  cholera  and 
plague,”  he  writes,  “were  in  1917  and  1918  . . . 
I have  no  idea  of  the  number  of  cases  and  fatali- 
ties in  the  area.  I only  know  that  the  hospital 
filled  up,  and  life  was  frantic,  and  sometimes  I 
could  not  tell  my  nights  from  my  days.  . . .”3 
World  War  I was  raging  and  political  unrest 
and  ferment  were  in  the  air,  the  sparkling  tin- 
ders thrown  this  way,  now  that  way,  by  the 
tensions  and  the  conflict  exacerbating  by  the 
day,  by  the  hour,  by  the  minute.  China  was  in 
the  beginning  stages  of  her  long  revolution,  and 
as  the  Communists  gained  in  ascendancy  it  was 
not  to  be  too  long  before  the  Salsburys  were 
to  be  forced  out.  “Political  power,”  said  Mao  Tse 
Tung,  “comes  out  of  the  barrel  of  a gun.”  No  one 
experienced  this  more  than  the  Salsburys,  whose 
account  of  their  escape  from  Hainan  reads  like 
dramatic  script  for  a fine  movie.  “The  Commu- 
nist movement,”  Dr.  Salsbury  was  to  note,  “hav- 
ing secured  its  grasp  on  Russia,  was  spreading 
in  many  directions,  and  we  were  in  its  path.”4 
Great  hordes  of  angry,  militant  students  from 
the  government  schools  sprinted  past  the  Chris- 
tian missions  calling  for  the  destruction  of  Chris- 
tianity and  the  downthrow  of  foreign  imperial- 
ism. Some  of  their  oldest  friends  would  no  long- 
er speak  to  them.  This  was  perhaps  the  hardest 
blow  of  all  — having  labored  diligently  on  be- 
half of  a people  for  twelve  dedicated,  difficult 
years,  healing  their  wounds,  nursing  them  to 
health,  caring  for  their  wants,  only  to  have  many 
of  them  uttering  such  loud,  profanitory  rejec- 
tions in  their  faces. 

While  his  experiences  in  China  were  filled 
with  challenge  and  characterized  by  all  the  ded- 
ication that  was  necessitated  in  as  far-off  and 
exotic  an  environment  as  the  China  of  1913;  still, 
the  real  nadir  of  his  accomplishment  was  to  be 
coming  to  fruition  in  the  almost  equally  exotic 
environment  of  Ganado  in  the  middle  of  the 
great,  immense  and  majestic  Navajo  Indian  Res- 
ervation in  the  year  1927.  It  was,  as  one  observer 
related,  “a  wilderness  almost  as  large  as  all  New 
England,  without  one  doctor  or  dentist  in  pri- 
vate practice,  and  so  many  sick  Navajos  that 
whatever  one  man  could  do  would  be  like  a 
grain  of  desert  dust.”5 

It  was  a remote,  forbidding  land  of  jagged 
cliffs  and  breathtaking  valleys,  a land  of  no  roads 
— only  trails,  over  which  he  would  travel  2,000 
or  2,500  miles  a month  treating  patients  “in 
their  hogans  or  at  trading  posts,  or  on  the  run- 
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ning  board  of  the  car.”  One  writer  noted  in  this 
regard  that:  “Medical  practice  on  the  reservation 
is  not  without  its  difficulties.  The  standard 
equipment  for  a call,  in  addition  to  medical 
necessities,  can  include  chains,  shovel  and  ax 
with  which  to  ‘bail  out’  the  car  if  necessary  on 
tough  terrain.”6  Life  was  hard,  and  it  was  lived 
out  in  a harsh,  unyielding  land,  by  an  oft-mis- 
treated and  much  maligned  people,  eking  out 
a bare  existence  on  land  requiring  (in  the  drier 
sections)  up  to  250  acres  to  pasture  one  sheep. 
When  Dr.  Salsbury  arrived  in  1927  the  Treaty 
of  1868  and  the  infamous  ‘Long  Walk’  were 
barely  over  fifty  years  old  and  still  very  much 
on  the  memories  of  “The  People”  (Navajo,  or  the 
Anglicized  word  “Navajo”  is  “a  corruption  of  the 
Pueblo  Indian  word  ‘Nava-hu’,  which  means 
‘The  People.’  In  their  own  Athabascan  language, 
the  Navajo  refer  to  themselves  as  ‘din-eh,’  which 
also  means  ‘The  People.’  The  Spaniards  adopted 
the  term  Navajo  from  the  Pueblo  Indians  and  it 
has  been  used  ever  since.”7)  The  younger  mili- 
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tants  of  today  bring  the  ‘Long  Walk’  up  as  the 
prime  example  of  Anglo  exploitation  and  devas- 
tation of  the  Indian  people,  reminding  anyone 
who  listens  that  it  was  through  such  wanton 
callousness  and  brutality  that  Indian  civilization 
was  ravaged  and  morale  diminished  or  destroyed. 

It  was  into  such  an  atmosphere  that  he  enter- 
ed in  1927.  Suspicion  of  the  “white  doctor”  was 
the  order  of  the  day.  He  faced  enormous  early 
opposition  from  the  Navajo  medicine  men,  who 
viewed  him  as  a threat  to  their  traditions,  cus- 
toms and  own  livelihood.  He  was  to  receive  an 
anthropological  crash  course  in  the  workings 
of  the  “chindih”  — which  are  the  Navajo  evil 
spirits.  The  “chindih”  appeared  everywhere,  and 
where  they  did  people  fled.  It  was  the  Navajo 
medicine  man’s  vocation  to  combat  them.  They 
were  particularly  associated  with  death,  and 
hence  it  was  not  a large  step  from  associating 
“chindih”  with  “hospital.”  The  traditionalists  and 
the  medicine  men  refused  to  even  consider 
entering  the  hospital  at  first,  because  they  knew 
that  it  was  a place  where  people  died,  and 
hence  it  was  unclean.  The  “chindih”  dwelled 
there,  and  they  were  frightened  of  them  being 
there  and  what  harm  they  could  possibly  wreak. 

It  was  only  after  considerable  persuasion  that 
he  was  able  to  perform  his  first  surgery  on  a 
young  Navajo  girl  who  had  broken  her  leg  in  an 
accident.  In  the  traditional  Navajo  way,  many 
of  the  girl’s  relatives,  including  her  parents,  were 
squatting  in  the  hospital  hall,  lending  their  wis- 
dom and  counsel.  This  took  three  days  (he  was 
becoming  by  that  time  rapidly  acquainted  with 
the  Navajo  sense  of  time)  after  which  time  they 
finally  consented  to  having  the  operation  per- 
formed. Tragically,  the  girl  died  of  an  embolism 
on  the  operating  room  table.  An  anguished  and 
distraught  Dr.  Salsbury  vainly  tried,  with  the 
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help  of  the  interpreter,  to  explain  what  had 
happened.  “I  had  never  seen  such  impassivity,” 
he  was  to  note  later,  because  without  a word, 
“without  the  slightest  show  of  emotion,  they 
shuffled  out  of  the  building,  climbed  into  their 
wagon  and  went  down  the  road.  I stood  in  a 
daze.”8  All  of  the  patients  got  up  and  left  the 
hospital.  By  nightfall  an  angry,  unruly  crowd 
had  gathered,  as  word  had  spread  like  wildfire 
across  the  length  and  breadth  of  the  Reserva- 
tion. 

The  crowd  was  worked  into  quite  a frenzy  by 
the  medicine  men.  They  were  about  as  angry 
as  a crowd  could  get,  except  for  a strong-willed 
medicine  man  by  the  name  of  Red  Point.  He 
convinced  the  crowd  that  often  employing  as 
much  of  his  skill  as  he  could  muster  a patient 
had  still  died,  but  that  he  always  kept  trying 
because  he  wanted  to  save  lives.  This,  he  said, 
was  also  true  of  the  “white  medicine  man,”  and 
that  if  he  had  it  in  his  power  he  would  be  the 
first  to  bring  the  girl  back.  This  finally  won  the 
crowd  over,  and  they  returned  to  their  homes. 

Dr.  Salsbury  knew  from  that  time  on  that  he 
must  intensify  his  efforts  with  the  medicine 
men,  because  they  were  the  essential  bridge 
between  himself  and  all  of  the  Navajo  people. 
One  observer  pointed  out  that:  “Salsbury  and 
his  staff  have  never  denounced  the  Navajo  med- 
icine man.  Deep-seated  in  the  Navajo  is  the 
belief  that  bodily  ill  is  due  to  getting  out  of 
tune  with  the  infinite.  With  herbs,  chants,  sand 
paintings,  the  medicine  man  tries  to  bring  the 
sick  person  back  into  tune,  and  he  often  suc- 
ceeds.”9 The  medicine  man  required  ten  long 
years  of  training,  after  which  followed  four  rig- 
orous trials  of  initiation  before  he  could  practice. 
His  practice  involved  an  extensive  usage  of  dif- 
ferent herbs,  and  they  understood  something 
about  blood-letting,  from  which,  Dr.  Salsbury 
relates,  “my  own  profession  graduated  only  a 
few  decades  ago.” 

But  Dr.  Salsbury ’s  powerful  medicine  event- 
ually caught  on.  When  a medicine  man  objected 
to  inoculations  against  typhoid,  a Salsbury  as- 
sistant showed  him  some  contaminated  water 
under  a microscope:  “See  those  bugs?  They’ll  kill 
all  of  you  if  you  don’t  let  me  help.”10  The  med- 
icine man  was  impressed.  Thus  the  bridges  be- 
gan to  form,  and  the  relationships  between  the 
medicine  men  and  himself  began  to  grow.  Soon 
some  came  to  the  hospital  for  treatment  them- 
selves. This  proved  to  be  the  final  break  in  the 
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ice.  Soon  others  came,  and  before  long  they  had 
more  patients  than  they  could  handle.  Too  many 
patients  proved  to  be  their  main  concern  more 
often  than  not  for  the  remainder  of  their  more 
than  two  decades  at  Ganado.  But  somehow  they 
managed  where  others  would  have  given  in, 
“surmounting  obstacles  most  men  would  have 
shrung  away  from  . . ”u  in  their  noble  work  of 
building  “an  oasis  of  hope  and  ministering  aid 
in  the  vast  reservation’s  26,000  square  miles.”12 
One  writer  observed  the  frenetic  schedule  at 
Ganado:  “During  one  of  my  visits  I followed 
Salsbury  through  a typical  day:  he  was  in  the 
operating  room  from  6 a.m.  till  noon;  in  the 
afternoon  he  extracted  seventy-eight  Navajo 
teeth,  repaired  the  power  plant  boiler,  doctored 
a sick  horse,  supervised  the  fertilizing  of  the 
truck  garden  . . . and  that  evening  he  listened 
to,  and  gave  advice  upon,  personal  problems.”13 
But  he  enjoyed  his  work  and  he  enjoyed  the 
people.  The  people  were  not  the  stolid,  un- 
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Clinic  Patients 

emotional  creatures  that  many  writers  and  art- 
ists have  pictured  them.  Dr.  Salsbury  observed 
that  the  Navajo  “has  a keen  sense  of  humor,  an 
appreciation  for  music  and  real  love  for  his 
family.  They  have,”  he  concludes,  “always  been 
a proud,  independent  and  self-reliant  people.”14 

But  despite  a great  love  for  the  people  and 
his  work  the  years  do  pass  and  the  body  does 
slow  down.  The  legacies  of  twenty-four  years 
were  many:  the  establishment  of  Sage  Memorial 
Hospital,  the  opening  of  the  first  school  of  nurs- 
ing for  Indian  girls,  the  erection  of  a modem 
high  school  . . .1S  The  hospital  in  1929  — then 
an  adobe  house  with  twelve  beds,  two  nurses 
and  one  sterilizer  — was  nothing  more  than  an 
infirmary  for  the  mission  school.16  From  that 
time  he  had  built  up  the  little  settlement,  as 
Time  magazine  pointed  out  in  a 1950  article, 
“until  it  is  now  the  largest  Indian  mission  post  in 
the  U.S.,  with  a $1,500,000  plant  and  70  perma- 
nent buildings.”17  He  was  sixty-four  years  of 
age,  his  devoted  wife  Cora  was  in  ill  health,  and 
he  knew  that  the  time  had  come  to  leave 
Ganado. 

When  they  came  to  Ganado  it  did  not  amount 
to  much  more  than  a few  adobe  buildings,  and 
now  in  1949  it  was  a small  city,  with  a modem 
hospital,  central  power  plant,  modem  laundry, 
church,  office  building,  vocational  shops,  four 
dormitories,  etc.  At  the  peak  of  his  career  at 
Ganado  he  had  made  only  $4,000  a year.  It  was, 
indeed,  a dedication  that  was  required  that  had 
to  assuredly  bypass  any  remunerative  rewards 
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offered.  The  year  was  1949  and  they  were  near- 
ing the  end  of  their  stay.  Awards,  banquets, 
speeches,  magazine  articles  were  in  abundance. 
Westminster  College,  where  Winston  Churchill 
had  been  honored  only  two  years  before  (and 
delivered  his  famous  “Iron  Curtain”  speech), 
honored  him  with  an  honorary  degree  of  Doctor 
of  Laws,  and  featured  him  as  commencement 
speaker.  He  was  made  an  honorary  member  of 
the  Arizona  Public  Health  Association,  an  hon- 
orary life  membership  in  the  United  States- 
Mexico  Border  Public  Health  Association,  a 
member  of  the  Royal  Society  of  Health,  a life 
fellow  of  the  American  College  of  Surgeons,  a 
fellow  of  the  International  College  of  Surgeons, 
and  a fellow  of  the  American  College  of  Hos- 
pital Administrators.  Readers  Digest  featured  an 
article  on  his  work  that  was  circulated  around 
the  world.  Other  magazines  followed  suit.  The 
famous  and  the  near  famous  had  come  to  Gan- 
ado,  drawn  £>y  the  spreaded  word  about  the 
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deeds  and  accomplishments  of  the  man  who 
resided  there. 

He  had  been  concerned  all  along  about  con- 
tinuing medical  professionalism,  and  had,  dur- 
ing his  years  there,  “promoted,  for  each  Aug- 
ust, the  Harlow  Brooks  Memorial  Navajo  Clin- 
ical Conference.  He  surveyed  the  whole  field  of 
American  medicine  and  surgery,  chose  some 
twenty-five  outstanding  practitioners  and  formal- 
ly invited  them  to  spend  a week  at  his  oasis.”18 
He  was  a genial  host,19  with  a smile  for  everyone 
and  a keen  interest  in  maintaining  the  very 
highest  medical  standards.  In  this  regard,  he 
was  an  active  participant  in  what  has  generally 
been  regarded  as  the  most  comprehensive  dietary 
study  ever  published  on  the  Navajo.20  He  did 
many  studies  on  his  own,  publishing  his  results 


in  professional  journals  — adding  tremendously 
to  the  international  storehouse  of  medical  know- 
ledge. 

During  these  years  Cora  did  find  time  to  write 
a book,  titled  Forty  Years  in  the  Desert,  the 
complete  history  of  Ganado,  beginning  before 
the  Salsburys’  arrival  there.21  It  was  a history 
that  saw  in  the  Salsbury  tenure  a reduced  infant 
mortality  rate  and  definitive  strides  made  in  con- 
quering tuberculosis,22  and  a major  and  dramatic 
introduction  of  modern  medicine  to  the  Navajo 
Indian  Reservation.  It  would  give  many  another 
man  enough  for  a lifetime,  but  his  next  career 
as  State  Health  Commissioner  was  just  around 
the  corner. 

The  eleven  years  that  followed  cast  him  in 
an  unfamiliar  political  role.  Named  by  the  gov- 
ernor to  be  State  Health  Commissioner,  he  was 
tackling  a job  that  was  awesome  in  its  dimen- 
sions. At  the  time  that  he  took  over  the  Depart- 
ment, Arizona  had  an  infant  mortality  rate 
double  that  of  the  national  average.  Arizona  had 
6,000  known  TB  cases  in  the  state,  with  10  new 
ones  reported  every  day,  and  without  any  ques- 
tion the  worst  tuberculosis  problem  in  the  na- 
tion. The  sanitation  problem  hardly  seemed  bet- 
ter, and  so  on  down  the  line.  In  short,  the  Ari- 
zona health  picture  was  a dismal  one  indeed, 
with  a recalcitrant  and  foot-dragging  legislature 
in  the  way  of  solving  any  of  these  problems.  The 
legislature  was  keeping  a tight  hand  on  the 
pursestrings,  with  a seeming  non-cognizance  of 
what  was  really  going  on. 

Politics  is  the  “art  of  the  possible,”  and  in- 
volves cajoling,  persuading,  convincing.  He  had 
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to  do  no  small  amount  of  that.  In  so  doing,  he 
fought  numerous  political  battles,  and  won 
them,  on  behalf  of  increased  public  health 
awareness  and  legislation  in  the  state.  The  num- 
ber of  his  accomplishments  are  too  many  to 
enunciate  here,  but  suffice  to  say  that  he  estab- 
lished himself  as  perhaps  the  best  State  Health 
Commissioner  the  state  has  ever  had.  As  at 
Ganado,  he  worked  long,  hard  hours,  in  the 
pursuit  of  the  many  public  health  goals  he  had 
set  for  the  state.  He  succeeded  in  bringing  the 
rates  down  dramatically,  tuberculosis,  infant 
mortality,  and  the  rest. 

At  times  he  was  discouraged  — he  was  not 
accustomed  to  the  constant  verbal  abuse  and 
banter  of  politics  — of  the  incompetence  of  so 
many,  in  the  light  of  such  massive  health  prob- 
lems. But  he  continued  on.  “Under  his  leader- 
ship, Arizona  cleaned  up  its  disease-breeding 
labor  camps,  built  a new  laboratory  and  greatly 
expanded  its  TB-prevention  program.”23  From 
the  time  he  took  office  til  the  time  he  left 
eleven  years  later  he  tried  to  place  great  stress 
on  prevention.  In  this  regard  he  developed  a 
“mobile  laboratory  — one  of  the  first  of  its  kind 
in  the  Western  states  . . .”24  Under  his  effective 
leadership,  Arizona  entered  the  twentieth  cen- 
tury, in  terms  of  public  health  and  the  overall 
health  field. 

Finally,  after  eleven  years  as  Commissioner, 
he  retired.  He  was  celebrating  his  seventy-fifth 
birthday.  On  retiring,  he  was  on  the  “honorary” 
agenda  again  — the  University  of  Arizona  award- 
ed him  a medal,  the  Maricopa  County  Medical 
Society  named  a new  annual  award  after  him. 
The  Maricopa  County  Hospital  Development 
Association  sponsored  a farewell  dinner  for  him, 
at  which  telegrams  from  such  people  as  the  late 
Sen.  Carl  Hayden,  and  Barry  Goldwater,  were 
read.  Dr.  Robert  Price,  then  president  of  the 
county  medical  society,  perhaps  put  it  best  when 
he  said:  “He  was  outspoken  when  he  saw  suffer- 
ing humanity  and  was  ready  to  publicize  in 
every  way  possible  the  unhealthy  conditions  he 
found.  His  path  was  not  a rosey  one.  He  found 
opposition  to  many  of  his  public  health  programs 
— at  times  from  the  legislature,  on  occasion  from 
influential  lay  groups,  and  even  from  members 
of  the  medical  profession  in  a few  instances. 

But  even  now  he  was  not  ready  to  “retire. 
He  was  offered  many  positions,  but  decided  to 
take  one  on  a part-time  basis  as  a staff  doctor 


in  the  infirmary  at  Arizona  State  University, 
and  a guest  lecturer  on  public  health.  He  was 
also  a popular  guest  lecturer  on  the  “banquet 
circuit.”  Then  he  took  on  yet  another  duty,  as 
Medical  Consultant  on  the  Medical  Review 
Team  of  the  Arizona  State  Department  of  Pub- 
lic Welfare,  where  I have  the  pleasure  of  work- 
ing with  him  every  day. 

Soon,  he  found  that  the  schedule  was  too 
much  so  he  quit  his  work  at  the  university  and 
devoted  his  attention  to  his  position  with  the 
Medical  Review  Team  of  the  Welfare  Depart- 
ment. Here  again,  he  took  on  a difficult  task: 
the  Department  was  1,200  cases  behind  in  its 
work  when  he  took  the  position.  It  is  a position 
involving  decisions  on  the  medical  and  social 
disability  of  applicants  for  welfare.  Because 
these  decisions  revolve  around  the  very  difficult 
and  oft-times  puzzling  and  exasperating  ques- 
tions about  disability,  it  follows  that  the  deci- 
sions made  are  often  not  easy  to  make.  But 
then,  this  has  been  so  typical  of  the  “Salsbury 
Story.”  It  has  been  a succession,  a lifetime  of 
decisions,  of  commitment,  of  dedication  to  prin- 
ciples — principles  that  have  carried  him  through 
difficult  periods,  happy  periods,  in  different  parts 
of  the  world.  And  for  these,  as  well  as  for  many 
others,  we  salute  him  on  his  forty-five  years  as 
an  Arizona  physician. 
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EFFECT  OF  THORAZINE  AND  VALIUM  ON  SCORPION  VENOM  TOXICITY 


HERBERT  L.  STAHNKE,  PH.D. 


This  study,  to  determine  the  effects  of  thora- 
zine® ( chlorpromazine ) and  valium®  ( diazi- 
pan)  on  the  toxicity  of  the  venom  of  the  scor- 
pion, Centruroides  scultpuratus  Ewing,  was 
made  at  the  request  of  members  of  the  medical 
profession. 

MATERIALS  AND  METHODS 

Albino  mice  (Namu  strain)  were  used.  All 
LDso  determinations  were  performed  as  describ- 
ed earlier  (Stahnke  and  Dengler,  1964).  All 
injections  were  subcutaneous  in  the  groin.  Thora- 
zine dosages  used  were  25  and  50  mg/kg  while 
the  valium  dosages  were  5 and  10  mg/kg.  Re- 
cumbency dosages  were  also  determined. 

RESULTS 

The  recumbency  dose  for  thorazine  was  be- 
tween 15  and  20  mg/kg;  that  of  valium  25.0  to 
27.5  mg/kg.  The  mice  were  recumbent  within 
15-20  minutes.  Both  valium  and  thorazine  have 
little  effect  on  the  toxicity  of  the  scorpion 
venom.  At  the  lowest  dosage  the  toxicity  was 
not  modified.  On  the  other  hand,  the  higher 
dosage  leavels  of  both  therapeutic  agents  did 
somewhat  increase  the  toxicity  of  the  venom 
(see  table  I).  It  is  also  worthy  of  note  that  the 
mice  receiving  the  largest  doses  of  valium  and 
thorazine  plus  venom  were  never  completely 
sedated. 

Dr.  Stahnke  is  Director  of  Poisonous  Animals  Research  Labora- 
tory, Arizona  State  University. 


Table  I 

LD50’s  of  C.  sculpturatus  scorpion  venom, 
Valium,  Thorazine  and  Combinations 


LD50 

95%  Confidence 
Interval 

Substance 

mg/kg 

mg/kg 

Scorpion 

1.70 

1.43-  1.40 

Valium 

85.06 

79.56-  90.91 

Thorazine 

508.03 

444.57-580.60 

Venom  plus: 

5.0  mg/kg  Valium 

1.60 

1.43-  1.80 

10.0  mg/kg  Valium 

1.13 

0.99-  1.35 

Venom  plus: 

25  mg/kg  Thorazine 

1.70 

1.49-  1.94 

50  mg/kg  Thorazine 

1.27 

1.13-  1.43 

DISCUSSION 

The  increase  in  toxicity  from  1.60  mg/kg  to 
1.13  mg/kg  for  valium  and  to  1.27  mg/kg  for 
thorazine  are  statistically  significant  in  that 
there  is  no  overlap  of  the  confidence  intervals. 
The  recommended  human  IM  or  IV  dosage*  for 
valium  ranges  from  2-10  mg;  the  common  dos- 
age seems  to  be  5 mg.  The  recommended  hum- 
an dosage  for  thorazine  varies  from  25  mg  to 
Va  mg/lb  body  weight. 

In  the  treating  of  a child  for  serious  C.  sculp- 
turatus envenomation  it  is  extremely  important 
to  completely  relax  the  patient.  Since  mice  re- 
ceiving the  largest  dosages  of  valium  or  thora- 
zine were  never  completely  sedated,  to  accom- 
plish this  would  further  increase  the  toxicity  of 
the  venom.  Therefore,  it  seems  reasonable  to 
conclude  that  valium  and  thorazine  are  not  de- 
sirable substitutes  for  the  long  acting  barbitur- 
ates which,  even  in  massive  doses,  do  not  effect 
the  toxicity  of  the  venom  but  do  completely 
sedate  the  patient. 

REFERENCE 

Stahnke,  H.  L.  and  Dengler,  A.  H.  1964.  Amer.  Jl.  Trop. 
Med.  & Hyg.  13(2):346-351. 
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SUMMARY  REPORT  ON  PLAN  FOR  ESTABLISHING  THE  ARIZONA 

TUMOR  REGISTRY 


The  members  of  the  Tumor  Registry  Planning 
Committee  have  met  on  a number  of  occasions, 
including  site  visits  to  the  New  Mexico  Tumor 
Registry  in  Albuquerque  and  attendance  at  a 
Tumor  Registry  Conference  held  in  Casa  Grande 
on  December  6,  1971.  After  evaluating  such  fac- 
tors as  the  need,  goals,  financing,  and  methods  of 
implementing  an  Arizona  Tumor  Registry,  the 
following  decisions  have  been  reached. 

A.  There  appears  to  be  a reasonable  need,  as 
well  as  sufficient  broad-based  interest  among 
health  care  providers  in  Arizona,  for  establish- 
ment of  a statewide  registry. 

B.  The  goals  of  such  a registry  can  be  de- 
fined rather  easily  and  have  been  listed  in  the 
Tumor  Registry  Questionnaire  under  question 
7,  mailed  to  you  on  1/14/72. 

C.  These  goals,  once  defined,  however,  are 
much  more  difficult  to  evaluate  in  terms  of  suc- 
cess of  achievement,  which  makes  the  develop- 
ment of  some  methods  of  periodic  evaluation  of 
the  registry  mandatory. 

D.  Several  out-of-state  regional  tumor  regis- 
try models  are  available;  one  of  the  should  be 
selected  and  the  program  modified  for  use  in 
Arizona  rather  than  either  generating  an  Ari- 
zona program  from  scratch  or  joining  an  estab- 
lished program  outside  the  state  of  Arizona. 

E.  Financial  requirements  for  an  Arizona 
Tumor  Registry,  both  start-up  and  continuation 
funding,  poses  a somewhat  difficult  problem,  in 
that  federal  funding  is,  at  best,  uncertain  and 
basically  temporary  in  nature  while  state  funding 
in  any  sizeable  amount  is  difficult  to  obtain. 
The  addition  of  any  significant  cost  to  either 
the  total  or  cancer  patient  population  would  be 
quite  unpopular,  especially  at  this  time  when 
rising  cost  of  health  care  has  become  such  an 
important  consideration. 

Having  considered  the  above  factors  and  the 
realities  of  limited  resources,  the  committee  pro- 
poses the  following  as  the  most  reasonable  ini- 
tial steps  to  be  taken  in  order  to  bring  about  an 
Arizona  Tumor  Registry  at  this  point  in  time: 

1.  Enlist  the  concrete  support  of  a limited 
number  of  Arizona  hospitals  who  have  signifi- 
cant numbers  of  cancer  patient  admissions  and 
ongoing  tumor  registries  as  the  initial  step  to- 
ward establishing  a unified  statewide  registry. 
Beginning  the  statewide  registry  with  a limited 
number  of  hospitals,  in  no  way  limits  the  num- 
ber of  Arizona  hospitals  or  health  providers  that 


will  ultimately  be  involved  in  a registry.  Toward 
this  end  a timetable  should  be  laid  out  for  phas- 
ing in  all  interested  hospitals  as  quickly  as  pos- 
sible commensurate  with  available  resources. 

2.  A common  data  or  abstract  form  must  be 
decided  upon  for  use  by  the  cooperating  hos- 
pitals. It  is  felt  that  the  medical  records  secre- 
taries (tumor  registry  secretaries)  of  the  par- 
ticipating hospitals  should  become  an  integral 
part  of  the  registry  team. 

3.  Initial  personnel  needed  to  coordinate  the 
registry  activities  and  handle  the  data  received 
would  include  a medical  consultant,  perhaps 
part-time,  and  a full-time  coordinator  who  would 
work  most  closely  with  the  hospital  medical  rec- 
ord secretaries  involved,  as  well  as  those  knowl- 
edgeable in  computer  application  for  the  data 
handling  system. 

4.  Space  required  for  the  registry  would  be 
minimal  and  could  probably  be  obtained  in  some 
already  existing  governmental  or  health  service 
organization  building. 

5.  The  system  for  handling  data  received  from 
the  hospitals  reporting  to  the  registry  should  con- 
sist of  an  ongoing  state  or  regional  computer 
program  modified  to  the  needs  of  Arizona.  It 
is  felt  that  the  various  programs  evaluated  by 
the  committee  have  much  in  common  and  could 
be  converted  to  use  in  this  sttae  rather  rapidly 
and  at  reasonable  cost. 

6.  The  exact  cost  of  carrying  out  these  initial 
steps  is  not  known,  but  estimates  would  indicate 
that  funding  for  the  minimal  personnel  required 
could  be  obtained  without  great  difficulty  with- 
in the  state  and  that  the  cost  of  computer  pro- 
gram conversion  on  a one-time  basis  could  be 
reasonably  requested  by  the  Arizona  Regional 
Medical  Program  staff  from  a federal  agency  or 
other  source. 

7.  The  committee  feels  that  this  plan  repre- 
sents a practical  approach  to  implementing  a 
statewide  tumor  registry  for  Arizona  in  the  near 
future. 

8.  The  committee  feels  that  it  has  accomp- 
lished the  task  of  planning  for  the  initial  step 
and  recommends  that  it  be  replaced  by  a com- 
mittee or  board  charged  with  the  task  of  imple- 
menting and  expanding  this  plan. 

Respectfully  submitted  on  behalf  of  the  Tu- 
mor Registry  Planning  Committee. 

ROBERT  H.  THOENY,  M.D.,  CHAIRMAN 
TUMOR  REGISTRY  PLANNING  COMMITTEE 
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ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

MEDICAL  ECONOMICS  COMMITTEE 

The  meeting  of  the  Medical  Economics  Committee 
of  the  Arizona  Medical  Association,  Inc.  held  Saturday, 
March  25,  1972  at  810  West  Bethany  Home  Road, 
Phoenix,  Arizona,  convened  at  1:29  p.m.,  Bruce  E. 
Robinson,  Executive  Director,  presiding  in  place  of 
John  H.  Ricker,  M.D.,  Chairman. 

MINUTES 

Minutes  of  the  meeting  of  January  23,  1972  were  ap- 
proved as  distributed. 

UNITED  FOUNDATIONS  OF 
ARIZONA,  INC. 

Mr.  Edward  Jacobson,  legal  counsel,  reviewed  the 
Articles  of  Incorporation  and  Bylaws  of  the  United  Foun- 
dations of  Arizona,  Inc. 

Following  considerable  discussion,  the  legal  counsel 
was  advised  to  make  certain  changes  in  Article  III,  sub- 
paragraph  a,  sub-paragraph  K of  the  Articles  of  In- 
corporation. Also  minor  changes  were  made  in  Article 
IV  of  the  Bylaws. 

The  name  of  the  organization  was  changed  to  United 
Medical  Care  Foundations  of  Arizona,  Inc. 

It  was  the  recommendation  of  the  Committee  that 
the  Articles  of  Incorporation  and  Bylaws  of  the  pro- 
posed United  Medical  Care  Foundations  of  Arizona, 
Inc.  be  submitted  to  the  Board  of  Directors  follow- 
ing the  changes  occurring  this  meeting. 

Meeting  adjourned  at  2:25  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

by  Bruce  E.  Robinson 

Executive  Director 

EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Ari- 
zont  Medical  Association,  Inc.,  held  Saturday,  February 
26,  1972  at  2555  E.  Adams  Street,  Tucson,  Arizona, 
convened  at  3:52  p.m.,  James  L.  Grobe,  M.D.,  President 
and  Chairman  presiding. 

MINUTES 

Minutes  of  the  meetings  held  November  20,  1971  and 
January  29,  1972  were  approved  as  distributed. 

WOMAN'S  AUXILIARY 

It  was  moved  and  carried  that  the  President  of  the 
Woman’s  Auxiliary  of  the  Arizona  Medical  Associa- 
tion be  invited  as  a guest  to  all  future  Board  of 
Directors  meetings. 

BOARD  OF  DIRECTORS  — 2/27/72 

The  Committee  reviewed  the  agenda  for  the  2/27/72 
meeting  and  made  a number  of  suggestions  to  be  pre- 
sented to  the  Board. 

NATIONAL  CONGRESS  ON  THE 
QUALITY  OF  LIFE 


Mr.  Robinson  reviewed  the  letter  from  the  AMA 
regarding  the  subject  meeting  requesting  we  invite 
prominent  citizens  to  attend. 

AMPAC  OPENING 

It  was  agreed  that  we  would  recommend  to  AMPAC 
that  they  consider  Don  V.  Langston,  M.D.  to  fill  an 
opening  on  the  AMPAC  Board. 

It  was  determined  to  refer  this  to  the  Board. 

Meeting  adjourned  5:18  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  in  Conference  Room 
E & F,  Arizona  Medical  Center,  University  of  Arizona, 
Tucson,  Arizona,  February  27,  1972,  a quorum  being 
present,  convened  at  10:06  a.m.,  James  L.  Grobe,  M.D., 
President  and  Chairman,  presiding. 

WELCOME 

Dr.  Grobe  welcomed  the  guests  and  William  C.  Scott, 
M.D.,  gave  the  invocation. 

MINUTES 

The  minutes  of  the  meeting  held  November  21, 
were  approved  as  distributed. 

BOARD  OF  DIRECTORS 

Community  Service  Award 

It  was  moved  and  carried  that  Wallace  A.  Reed,  M.D. 
be  named  the  recipient  of  the  A.  H.  Robins  Community 
Service  Award  for  1972. 

1972  Dr.  Rodman  E.  Sheen  and  Thomas  G.  Sheen  Award 

It  was  moved  and  carried  that  Wallace  A.  Reed,  M.D. 
be  submitted  as  a nominee  for  this  award. 

BOMEX  Nominees 

Dr.  Grobe  advised  the  Board  that  they  will  have  to 
come  up  with  two  nominees  to  take  Dr.  Moody’s  place 
on  the  Board  of  Medical  Examiners  at  the  April  meeting 
-RECEIVED. 

Council  of  Professions 

Dr.  Grobe  announced  that  W.  Albert  Brewer,  M.D. 
has  agreed  to  serve  on  the  Council  of  Professions  in 
place  of  Richard  O.  Flynn,  M.D.  who  has  asked  to 
be  relieved  of  this  assignment— RECEIVED. 

EXECUTIVE  COMMITTEE 

1971  Audit 

Dr.  Scott  reviewed  the  1971  audit  pointing  out  that 
we  are  changing  from  a “cash”  accounting  system  to  an 
“accrual”  system  of  accounting  which  will  provide  us 
with  a more  realistic  finincial  statement  reflecting  more 
accurately  our  financial  status.  He  then  reviewed  the 
balance  sheet  as  follows: 

BALANCE  SHEET 
DECEMBER  31,  1971 


ASSETS 

CURRENT  ASSETS 

Cash  on  Hand  and  in  Banks  $ 4,415 

Building  Assessments  Receivable  — 

Current  Portion  12,000 

Membership  Dues  Receivable  1,440 

Advertising  Billings  Received  4,048 

Meeting  Service  Inventory  400 


Total  Current  Assets  $ 22,303 
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PROPERTY  AND  EQUIPMENT  350,072 

OTHER  ASSETS 

Building  Assessments  Receivable  — 

Current  Portion  $49,745 

Organizational  Costs  and  Deposits  386 

Cash  Value  of  Life  Insurance 

on  Individuals  16,109  66,240 

$438,615 

LIABILITIES 
CURRENT  LIABILITIES 


Accounts  Payable  $ 18,419 

Payroll  Taxes  Payable  1,972 

Note  Payable  80,000 

Accrued  Interest  Payable  2,168 

Retirement  Plan  Payable  — Current  Portion  6,000 

Total  Current  Liabilities  $108,559 

OTHER  LIABILITIES  - Retirement  Plan 

Liability— Non-current  Portion  42,000 

DEFERRED  REVENUES  10,190 

SURPLUS 

Allocated  Reserves  for 

Replacement  of  Property  $ 23,063 
Unallocated  Reserves  for 

Specified  Operations  254,803  277,866 

$438,615 


Dr.  Scott  related  the  proposed  budgeting  procedure 
breaking  the  total  operation  into  six  categories.  The  audit 
report,  based  on  the  new  system,  reflects  the  following 
for  the  year  1971: 

STATEMENT  OF  INCOME  AND  SURPLUS 
FOR  THE  YEAR  ENDED  DECEMBER  31,  1971 


Net  Income 

Income 

Expense 

(Loss) 

General  Operations 

$187,468 

$125,240 

$62,228 

Committee  Expenses 

— 0— 

41,748 

( 41,748) 

Annual  Meeting 

30,322 

30,294 

28 

Publishing  Operations 

50,182 

54,594 

( 4,412) 

Total  Gen.  Oper. 

$267,972 

$251,876 

$16,096 

Building  Operations 

22,792 

31,827 

( 9,035) 

Benevolent  and  Loan 

4,051 

( 4,051) 

Total 

$290,764 

$287,754 

$ 3,010 

RECEIVED 


Printing  Equipment 

Dr.  Scott  reported  that  the  Finance  Committee  rec- 
ommends the  purchasing  of  printing  equipment  and  hir- 
ing of  staff  so  that  all  non-journal  printing  will  be  done 
by  the  Association.  Such  purchase  to  be  on  a 5-year 
lease  purchase  arrangement. 

It  was  moved  and  carried  that  the  printing  proposal 
as  recommended  by  the  Finance  Committee  be 
approved. 

Journal— Printing  Minutes 

Dr.  Scott  reported  that  the  Finance  Committee  rec- 
ommends that  only  the  minutes  of  the  Board  of  Direc- 
tors be  printed  in  Arizona  Medicine  instead  of  printing 
all  committee  minutes  as  is  presently  done. 

Opposition  to  this  proposal  was  expressed. 

It  was  moved  and  carried  to  refer  this  back  to  the 
Executive  Committee  for  cost  estimates  and  subse- 


quent report  to  the  Board. 

Scholarships 

It  was  moved  and  carried  that  Scholarships  be 
reduced  to  one  per  year  ($500.00)  until  such  time 
as  our  cash  reserves  are  built  up  again. 


Financial  Statement  for  Period  Ending  1/31/72 
RECEIVED 

Membership  Classification  Changes  Approved 
Coconino  County  Medical  Society 

(a)  Marguerite  S.  Williams,  M.D.,  Active  to  Active 
Over  70  — Account  Age  — Dues  exempt  effective  1/1/72. 
Maricopa  County  Medical  Society 

(a)  Richard  Belgrad,  M.D.,  Active  to  Associate  — Ac- 
count Residency  — Dues  exempt  effective  1/1/72. 

(b)  Wesley  G.  Forster,  M.D.,  Active  to  Associate  — 
Account  Retirement  — Dues  exempt  effective  1/1/72. 

(c)  Paul  B.  Jarrett,  M.D.,  Active  to  Associate  — Ac- 
count Residency  — Dues  exempt  effective  1/1/72. 

(d)  Keith  E.  Miller,  M.D.,  Suspension  of  membership 
1/1/72-6/30/72  — Account  suspended  by  county  so- 
ciety. 

(e)  Henry  G.  Williams,  M.D.,  Active  to  Associate  — 
Account  Retirement  — Dues  exempt  effective  1/1/72. 
Pima  County  Medical  Society 

(a)  Lyle  A.  Baker,  M.D.,  Affiliate,  Account  Retired  — 
Physician  residing  in  Arizona,  Dues  exempt  effective 
1/1/72. 

(b)  Francis  Bean,  M.D.,  Active  Over  70  to  Associate  — 
Account  Retirement  — dues  exempt  effective  1/1/72. 

(c) Frederick  J.  Brady,  M.D.,  Active  to  Associate  — 
Account  Retirement  — dues  exempt  effective  1/1/72. 

(d)  Milton  Goldberger,  M.D.,  Active  to  Associate  — 
Account  Retirement  — dues  exempt  effective  1/1/72. 

,e)  George  N.  Kerrihard,  M.D.,  Associate  — Account 
Resident  — dues  exempt  effective  1/1/72. 

(f)  Glenn  H.  Mathis,  M.D.,  Active  to  Active  Over  70  — 
Account  Age  — dues  exempt  effective  7/1/71. 

(g)  Robert  B.  Smith,  M.D.,  Service,  Account  Air  Force 
One-quarter  dues  effective  1/1/72. 

(h)  Hubert  F.  Sturgis,  M.D.,  Associate  — Account  Resi- 
dent — dues  exempt  effective  1/1/72. 

(i)  James  Tinsley,  II,  M.D.,  Associate  — Account  Re- 
tirement — dues  exempt  effective  1/1/72. 

(j)  Leonard  J.  Weiner,  M.D.,  Associate  — Account  Re- 
tirement — dues  exempt  effective  1/1/72. 

(k)  Orlin  V.  Wry,  M.D.,  Active  to  Associate  — Account 
Retirement  — dues  exempt  effective  1/1/72. 

Pinal  County  Medical  Society 

(a)  Francis  M.  Findlay,  M.D.,  Active  Over  70  to  50 
Year  Club  — Account  service—  dues  exempt  effective 
1/1/72. 

AD  HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

A request  was  made  Paul  B.  Jarrett,  M.D.,  chairman  of 
the  committee  that  the  results  of  the  confidential  survey 
made  of  the  membership  in  April  & May  of  1970  be  re- 
leased to  the  H.E.W.’s  Secretary’s  Commission  on  Medi- 
cal Malpractice. 

Following  considerable  discussion  it  was  determined 
not  to  release  the  results  of  the  survey. 

GOVERNMENTAL  SERVICES 
COMMITTEE 

Appointment  of  William  R.  Myers,  M.D.,  as  chairman 
of  the  Medical  Review  Section  was  approved. 
Combination  Section  on  Comprehensive  Health 
Planning  & the  Ad  Hoc  Committee  on 
Meeting  Arizona’s  Medical  Needs 

The  committee’s  recommendation  as  stated  above  plus 
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the  need  for  additional  staff  was  discussed  in  depth.  The 
Treasurer  pointed  out  that  funds  were  not  presently 
available  for  additional  staff  at  this  time. 

It  was  moved  and  carried  that  the  matter  of  addi- 
tional staff  be  referred  to  the  Executive  Committee 
for  study. 

It  was  moved  and  carried  to  combine  the  Section 
on  Comprehensive  Health  Planning  of  the  Govern- 
mental Services  Committee  with  the  Ad  Hoc  Com- 
mittee on  meeting  Arizona’s  medical  needs  as  a 
Section  of  the  Governmental  Service  Committee. 

LEGISLATIVE  COMMITTEE 

It  was  moved  and  carried  to  approve  the  recom 
mendations  of  the  Legislative  Committee  as  listed  below: 
County  Medical  Examiners  (House  Bill  2137) 

Drs.  Jarvis  and  Karnitschnig  explained  House  Bill 
2137,  which  repeals  the  provisions  for  coroner’s  jury; 
establishing  the  office  of  and  prescribing  powers  and 
duties  of  the  county  medical  examiner  and  prescribing 
the  duty  of  the  county  attorney  to  investigate  deaths 
from  other  than  natural  causes.  It  was  explained  that 
Drs.  Jarvis  and  Karnitschnig  had  been  developing  legis- 
lation which  would  provide  for  a state  medical  examiner, 
which  would  provide  for  the  employment  of  county 
medical  examiners  for  introduction  during  the  next  ses- 
sion of  legislature.  Drs.  Jarvis  and  Karnitschnig  are  very 
concerned  about  the  inadequacy  of  this  legislation,  how- 
ever, support  the  concept  of  repealing  the  lay  coroner 
provision  in  the  present  statutes  and  ask  the  Committee 
to  support  them  in  the  introduction  of  a substitute  bill. 
It  was  moved  and  carried  to  support  the  concept  of 
Medical  Examiners  rather  than  the  present  cor- 
oner’s system,  however,  actively  nonsupport  the  pas- 
sage of  House  Bill  2137  as  presently  written  and  to 
encourage  the  Legislature  to  appropriate  the  neces- 
sary funds  to  put  into  effect  the  substitute  bill, 
which  will  be  provided  by  Drs.  Jarvis  and  Karnit- 
schnig. 

Narcotic  Prescriptions  in  Triplicate  (Senate  Bill  1214) 

Dr.  Laurence  M.  Linkner,  Chairman,  Section  on  Drug 
Abuse  and  Dr.  George  E.  Stavros,  Chairman,  Drug  Abuse 
Committee—  Maricopa  County  Medical  Society,  pre- 
sented legislation  which  would  provide  for  a triplicate 
prescription  system  for  narcotics.  Dr.  Linkner  informed 
the  Committee  that  the  Section  on  Drug  Abuse  of  the 
Professional  Committee  had  met  with  individuals  inter- 
ested in  this  legislation  and  reviewed  the  system  in 
effect  in  California,  Idaho,  and  Illinois.  The  Section  on 
Drug  Abuse  petitioned  the  Legislative  Committee  to 
support  this  legislation  by  adoption  of  Resolution: 

“That,  in  principle,  the  Arizona  Medical  Association 
support  legislation  providing  that  prescriptions  for  Class 
A narcotics  shall  be  written  in  triplicate  on  official  order 
blanks  provided  that  material  can  be  accurately  gathered 
and  dispensed  to  the  interested  agencies  within  a reason- 
able period  of  time  and  at  a reasonable  cost  so  that  it 
can  be  put  to  use  as  intended.” 

Dr.  Stavros  informed  the  Committee  that  the  Board 
of  Directors  of  Maricopa  County  Medical  Society  were 
also  on  record  as  supporting  the  triplicate  prescription 
system. 

It  was  moved  and  carried  to  offer  general  support 
of  the  triplicate  prescription  system  for  the  narcotics 


previously  listed  as  Class  A and  that  the  data  gath- 
ered be  maintained  in  a confidential  manner  not 
available  for  public  disclosure. 

Physician’s  Assistants  (Senate  Bill  1101  and 
House  Bill  2230) 

Senate  Bill  1101  providing  for  certifified  medical  as- 
sistants and  House  Bill  2230  providing  for  physician’s 
assistants  were  reviewed. 

It  was  moved  and  carried  to  reaffirm  the  actions 
taken  by  this  Committee  during  meeting  held  on 
November  14,  1971  by  offering  active  nonsupport 
of  Seante  Bill  1101  and  active  support  for  House 
Bill  2230. 

Professional  Nursing  Defined  (Senate  Bill  1098) 

Senate  Bill  1098  amending  the  definition  of  profes- 
sional nursing  intended  to  expand  the  role  of  the  pro- 
fessional nurse  was  discussed.  Dr.  Flynn  reported  he 
had  met  with  the  nurses  and  that  they  had  agreed  to 
amend  the  present  legislation  by  adding  to  paragraph  B 
the  word  “nursing”  so  that  paragraph  B would  read: 
“The  nursing  assessment,  evaluation  and  the  admin- 
istration of  care  to  the  ill,  injured  or  infirm.” 

It  was  also  agreed  to  remove  from  paragraph  E the 
words  “under  emergency  or  other  conditions”  in  the 
first  two  lines  and  the  words  “under  such  condition” 
in  the  final  line  of  the  paragraph. 

It  was  moved  and  carried  to  support  the  expansion 
of  the  Nurses’  Practice  Act  with  the  amendments  as 
agreed  to  between  the  Chairman  of  this  Commit- 
tee and  the  Arizona  Nurses’  Association. 

Bomex  Limited  Licensure  (House  Bill  2228) 

It  was  reported  that  the  legislation  providing  for  quali- 
fications for  a regular  license  to  practice  medicine  by 
written  examination  or  endorsement;  providing  for  quali- 
fications for  a limited  license  to  practice  medicine  that 
the  Legislative  Committee  determined  to  introduce  and 
give  active  support  during  the  meeting  held  November 
14,  1971  was  ready  for  introduction  by  Representative 
Sam  McConnell. 

Confidentiality  of  Bomex  Inquiries  and  Investigations 
As  requested  during  the  meeting  held  November  14, 
Mr.  Jacobson  discussed  this  proposed  legislation  with  Mr. 
Art  Greenfield  who  drafted  the  proposed  legislation. 
Mr.  Jacobson  advised  that  he  disagreed  with  the  pro- 
posal, having  serious  doubts  as  to  whether  it  could  be 
considered  constitutional,  as  it  would  appear  to  interfere 
with  the  due  process  and  the  individual’s  basic  rights. 
It  was  moved  and  carried  to  not  support  the  intro- 
duction of  legislation  providing  for  confidentiality  of 
Bomex  inquiries  and  investigations. 

Res  Ipsa  Loquitur  and  Locality  Rule 

During  meeting  held  on  November  14,  1971  the  Com- 
mittee requested  that  an  inquiry  be  made  of  the  Trav- 
elers Insurance  Company  to  determine  whether  codify- 
ing the  res  ipsa  loquitur  and  locality  rule  would  be  bene- 
ficial. Staff  reported  that  the  Travelers  Insurance  Com- 
pany did  consider  the  request  and  that  their  legal 
counsel  determined  that  neither  one  of  the  proposals,  res 
ipsa  loquitur  or  locality  rule,  would  enhance  our  posi- 
tion in  Arizona;  however,  if  enacted  as  written,  it  would 
certainly  do  us  no  harm.  It  was  the  recommendation 
of  staff  and  concurred  by  Mr.  Jacobson  that  this  legisla- 
tion not  be  introduced  during  this  session. 
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It  was  moved  and  carried  to  not  support  introduc- 
tion of  legislation  to  codify  the  res  ipsa  loquitur  and 
locality  rule  during  this  session. 

Health  Maintenance  Organizations  (House  Bill  2335) 
The  Committee  reviewed  legislation  providing  for  au- 
thorization of  health  maintenance  organizations  under 
the  State  Department  of  Health. 

It  was  moved  and  carried  to  receive  this  legisla- 
tion for  information  only. 

Emergency  Medical  Services  (House  Bill  2003) 

It  was  determined  during  the  previous  meeting  to 
support  the  concept  of  House  Bill  2003  establishing  the 
Division  of  Emergency  Medical  Services  within  the  State 
Department  of  Health;  providing  for  appointment  of 
Assistant  Commissioner  therefor  and  prescribing  his  pow- 
ers and  duties;  providing  for  cooperation  of  private,  pub- 
lic, and  governmental  agencies;  providing  for  adoption 
of  standards  for  ambulance  and  emergency  receiving 
facilities  and  for  licensing  of  ambulances  and  standards 
for  training  and  certification  of  ambulance  attendants 
and  drivers;  prescribing  financial  liability  for  emergency 
medical  services  rendered  and  for  state  financial  assis- 
tance to  certain  emergency  receiving  facilities;  providing 
for  purchase  and  operation  of  an  air  ambulance  and  for 
establishment  and  operation  of  a state-wide  emergency 
medical  services  communication  system  by  the  Depart- 
ment of  Public  Safety. 

It  was  moved  and  carried  to  reaffirm  the  Associa- 
tion’s support  of  the  Emergency  Medical  Services 
legislation  in  principle  and  to  emphasize  that  the 
Legislature  appropriate  adequate  funds  to  put  the 
programs  into  effect. 

Kidney  Treatment  Centers  (House  Bill  2041) 

Legislation  providing  for  regional  kidney  dialysis  cen- 
ters; establishing  a kidney  review  commission;  and 
prescribing  powers  and  duties  of  the  State  Department 
of  Health  was  reviewed. 

It  was  moved  and  carried  to  delay  recommendation 
on  House  Bill  2041  until  such  time  as  Dr.  Marko- 
vitz  has  had  an  opportunity  to  discuss  this  with 
the  Kidney  Foundation. 

Treatment  of  Intoxicated  Persons  (Senate  Bill  1107) 
Senate  Bill  1107  providing  for  evaluation  and  treat- 
ment of  persons  impaired  by  alcoholism,  abolishing  public 
drunkenness  as  a crime  was  reviewed. 

It  was  moved  and  carried  to  offer  general  support 
of  this  legislation  and  to  encourage  the  Legislature 
to  provide  adequate  appropriations. 

Immunization  of  School  Children  (House  Bill  2076) 
Legislation  requiring  children  entering  school  for  the 
first  time  to  be  immunized  against  certain  diseases  and 
providing  for  the  certification  thereof. 

It  was  moved  and  carried  to  actively  support  House 
Bill  2076,  immunization  of  school  children. 
Maintenance  — State  Hospital  Patients  (Senate  Bill  1024) 
Legislation  prescribing  procedures  for  court  deter- 
mination of  liability  for  patient  maintenance  charges; 
providing  for  liability  of  parents  of  a minor  patient  for 
maintenance  charges  was  RECEIVED  FOR  INFOR- 
MATION ONLY. 

Agency  for  Visually  Impaired  (Senate  Bill  1007) 

Legislation  providing  for  the  establishment  of  a Divi- 
sion of  Rehabilitation  for  the  Visually  Impaired  within 


the  State  Department  of  Public  Welfare  was  reviewed 
and  RECEIVED  FOR  INFORMATION  ONLY. 
Prohibiting  Application  of  DDT  (Senate  Bill  1026 
and  House  Bill  2078) 

Legislation  prohibiting  the  application  of  DDT  in  com- 
mercial agriculture;  providing  for  the  emergency  applica- 
tion of  DDT;  and  prescribing  penalties  was  reviewed. 
The  motion  was  made  and  defeated  to  support 
Senate  Bill  1026. 

It  was  moved  and  carried  to  receive  Senate  Bill  1026 
prohibiting  application  of  DDT  for  information  only, 
as  there  is  no  scientific  evidence  available  to  sup- 
port prohibiting  application  of  DDT. 

Lead-Based  Paint  Labeling  (Senate  Bill  1047 
and  House  Bill  2118) 

Legislation  providing  that  sale  of  certain  toys  is  un- 
lawful and  providing  for  labeling  lead-based  paint  was 
reviewed. 

It  was  moved  and  carried  to  offer  general  support 
of  Senate  Bill  1047. 

Boards  of  Health  (Senate  Bill  1114) 

Legislation  providing  for  nine  member  Boards  of 
Health  in  counties  of  five  supervisorial  districts;  provid- 
ing for  delegation  of  control  of  county  hospital  to  the 
County  Boards  of  Health  was  reviewed.  It  was  explained 
that  this  bill  would  be  amended  by  Senator  Sandra 
O’Connor,  as  the  wrong  draft  was  introduced. 

It  was  moved  and  carried  to  actively  support  Seante 
Bill  1114. 

Mentally  111  or  Retarded  Children  (House  Bill  2085) 

Legislation  providing  for  the  disposition  of  mentally 
ill  or  retarded  juveniles  was  reviewed  and  received 
for  information  only. 

Hospital  Construction  — Planning  (House  Bill  2108) 
Local  Health  Planning  Council  Budget  (House  Bill  2109) 
Health  Care  Institutions  (House  Bill  2110 
and  House  Bill  2111) 

Legislation  affecting  the  Arizona  Health  Planning 
Authority  and  the  State  Department  of  Health  in  House 
Bill  2108,  2109,  and  2111  was  discussed.  Dr.  Kossuth 
pointed  out  that  House  Bill  15  passed  during  the  last 
legislative  session  gave  no  clear-cut  statement  as  to  the 
responsibility  for  carrying  out  the  administration  of  hos- 
pital survey  and  construction  plans.  Further,  it  is  ex- 
tremely important  that  the  agency  that  has  the  authority 
have  the  responsibility  to  carry  out  the  legislative  intent 
as  well. 

It  was  moved  and  carried  to  receive  this  legislation 
for  information  only. 

Department  of  Commerce  (House  Bill  2180) 

House  Bill  2180  establishes  the  Department  of  Com- 
merce to  consolidate  the  administrative  activities  of  state 
professional  licensing  boards  and  commissions  plus  sev- 
eral other  state  agencies  headed  by  a director  appointed 
by  and  serving  at  the  pleasure  of  the  Governor.  Agencies 
comprising  the  new  department  would  continue  to  func- 
tion independently  except  for  administrative  duties  in 
most  cases  and  agency  decisions  on  application  for  li- 
censes, certificates,  or  permits  would  not  be  subject  to 
review  by  the  Commerce  Director;  agencies  and  entities 
comprising  the  new  department  would  include  the  Regis- 
rar  of  Contractors,  Banking  Department,  Industrial  Com- 
mission, Corporation  Commission— Security  Division, 
State  Bar,  State  Compensation  Fund  Boards,  Insurance 
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Guarantee  Association,  Atomic  Energy  Commission,  Rac- 
ing Commission,  Licensing  and  Regulatory  Boards,  which 
include  the  Osteopathic  Examiners  and  the  Medical 
Examiners,  plus  the  other  professional  examining  boards. 
The  bill  provides  for  an  effective  date  of  July  1,  1973. 
It  was  moved  and  carried  to  actively  nonsupport 
House  Bill  2180  providing  for  the  Department  of 
Commerce. 

Chiropractic  Practice  (House  Bill  2139) 

Legislation  prohibiting  the  practice  of  other  professions 
in  a chiropractic  office  was  reviewed.  The  bill  adds  a 
paragraph  to  the  Chiropractic  Act  under  limitations  upon 
practice  of  chiropractic  as  follows:  A person  licensed 
under  this  chapter  who  is  also  licensed  to  practice  medi- 
cine, osteopathy,  or  naturopathy  shall  not  practice  any 
such  other  profession  in  the  same  office  as  he  conducts 
his  chiropractic  practice  and  any  signs  or  professional 
listings  referring  to  his  chiropractic  practice  shall  not  in- 
dicate any  other  professional  practice. 

It  was  moved  and  carried  to  receive  House  Bill  2139 
for  information  only. 

Accreditation  of  Institutions  in  the  Health  Care  Field 
Proposed  legislation  provided  by  the  American  Med- 
ical Association  providing  that  “any  applicant  for  licen- 
sure to  practice  medicine,  dentistry,  podiatry,  chiroprac- 
tic, naturopathy,  or  optometry  who  is  a graduate  of  a 
professional  school  or  college  of  the  United  States  shall 
not  be  eligible  for  licensure  by  the  appropriate  licensing 
agency  of  this  state  unless  said  applicant  is  respectively 
a graduate  of  a medical,  dental,  osteopathic,  podiatry, 
chiropractic,  naturopathic,  or  optometric  school  or  col- 
lege which  has  been  accredited  by  an  accrediting  agency 
recognized  and  approved  by  the  National  Commission  on 
Accrediting  and  the  United  States  Department  of  Health, 
Education,  and  Welfare  Office  of  Education. 

“Nothing  contained  herein  shall  apply  to  any  person 
licensed  to  practice  medicine,  dentistry,  podiatry,  chiro- 
practic, naturopathy,  or  optometry  in  this  state  on  the 
effective  date  of  this  Act.” 

It  was  moved  and  carried  to  actively  support  in- 
troduction of  legislation  requiring  the  applicant  for 
licensure  in  healing  arts  to  be  a graduate  of  a 
professional  school  which  has  been  accredited  by 
accrediting  agencies  recognized  and  approved  by  the 
National  Commission  on  Accrediting  and  the  United 
States  Office  of  Education,  Department  of  Health, 
Education,  and  Welfare. 

Policy  Benefit  Payment  (Senate  Bill  1075) 

Legislation  providing  that  insurance  policy  benefits 
shall  not  be  denied  where  services  are  performed  or  pro- 
vided by  a tax-supported  institution  of  this  state  or 
any  county  or  municipality  thereof. 

It  was  moved  and  carried  to  offer  general  support 
of  Senate  Bill  1075. 

Donald  F.  Griess,  M.D.  requested  that  the  records 
show  that  he  voted  against  this  motion. 

It  was  moved  and  carried  to  actively  support  amend- 
ing all  references  to  “of  optometrist  or  physician 
and  surgeon”  to  “physician  and  surgeon  or  optome- 
trist, ’ as  this  tends  to  be  a misleading  statement  to 
the  public. 

Sickle  Cell  Anemia  Testing  (House  Bill  2187) 

A bill  providing  that  the  policy  of  the  state  is  to 
make  every  effort  to  detect  sickle  cell  anemia  and  that 


the  State  Department  of  Health  has  the  resposibility  of 
designating  tests  and  regulations  to  be  used  in  executing 
this  policy  in  accordance  with  accepted  medical  prac- 
tices. 

It  was  moved  and  carried  to  offer  nonsupport  of 
legislation  providing  for  Sickle  Cell  Anemia  testing. 
Safety  Glazing  Materials  (House  Bill  2073) 

Legislation  requiring  the  use  of  safety  glazing  materials 
in  hazardous  locations,  in  residential,  commercial  or 
public  buildings  was  discussed. 

It  was  moved  and  carried  to  offer  general  support 
of  House  Bill  2073. 

Health  Information  Service  Center  (House  Bill  2075) 
Legislation  establishing  within  the  State  Department 
of  Health  a Health  Information  Service  Center  was  dis- 
cussed. Dr.  Kossuth  reported  that  there  is  discussion 
within  the  Legislature  to  amend  this  bill  to  establish 
the  service  center  within  the  Arizona  Health  Planning 
Authority  and  that  he  has  voiced  no  objections  to  this 
possible  amendment. 

It  was  moved  and  carried  to  support  in  principle 
the  Health  Information  Service  Center. 

MEDICAL  ECONOMICS  COMMITTEE 

It  was  reported  that  the  committee  in  conjunction  with 
legal  counsel  and  staff  is  in  the  process  of  developing 
the  Articles  of  Incorporation  and  Bylaws  for  a statewide 
foundation  for  medical  care.  It  is  anticipated  that  more 
complete  committee  recommendation  will  be  available 
at  the  next  Board  meeting. 

OCCUPATIONAL  HEALTH  COMMITTEE 

1972  Budget 

It  was  moved  and  carried  to  provide  a $250.00 
budget  for  1972. 

ICA-IRS  Fee  Freeze 

The  matter  of  the  ICA  fee  schedule  approval  being 
stopped  by  the  Price  Commission  was  reviewed  by  Mr. 
Jacobson. 

It  was  moved  and  carried  that  we  proceed  with  an 
appeal  in  an  attempt  to  obtain  a reversal  of  the 
IRS  ruling. 

PROFESSIONAL  COMMITTEE 

Amphetamine  position 

At  the  last  meeting  the  Board  took  a position  re- 
garding amphetamines  with  further  instruction  to  seek 
legal  assistance  in  making  it  stronger.  The  matter  was 
referred  to  legal  counsel  who  recommended  no  additional 
changes. 

It  was  moved  and  carried  to  reaffirm  the  original 
statement  which  reads  as  follows: 

“The  Arizona  Medical  Association  goes  on  record  as 
officially  disapproving  the  use  of  all  presently  available 
amphetamines  in  all  form,  except  where  a specific  medi- 
cal indication  exists.  Medical  evidence  to  date  does  not 
justify  the  use  of  injectable  amphetamines.  It  does  not 
justify  the  use  of  any  form  of  amphetamines  or  any  other 
central  nervous  system  stimulant  drugs  in  long  term 
weight  control  programs.” 

“Doctor’s  Hearing  Aid  Dispensary” 

The  letter  from  this  organization  indicating  that  they 
have  changed  their  name  to  “Professional  Hearing  Aid 
Dispensary,  Inc.”  as  a result  of  this  Board’s  previous 
concern  about  the  originally  proposed  name  was  re- 
ceived. 
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Sterilization 

Mr.  Foster’s  letter  responding  to  our  request  for  steril- 
ization coverage  was  received.  He  indicated  that  steps 
have  been  taken  to  implement  the  recommendation. 
ASU  Student  Health  Services 

It  was  moved  and  carried  that  the  Association 
support  the  expanded  Student  Health  Care  Program 
as  proposed  under  the  guidelines  of  the  American 
College  of  Health  Associations. 

Rural  Health  Meeting 

A request  was  made  for  this  Association  to  co-sponsor 
a Rural  Health  meeting  as  arranged  by  the  Arizona 
Health  Planning  Authority  to  be  held  March  18-19, 
1972— APPROVED. 

Compulsory  Health  Education 

During  meeting  of  the  Professional  Committee  held 
on  February  12,  1972,  the  Section  on  Public  Health 
recommended  that  the  Arizona  Medical  Association 
should  reemphasize  to  the  Department  of  Public  Instruc- 
tion their  support  of  a compulsory  health  education  pro- 
gram. The  Board  of  Directors  may  recall  the  State  De- 
partment of  Public  Instruction  by  resolution,  determined 
that  a statewide  health  education  course  be  compulsory 
beginning  with  1973;  however,  a decision  by  Dr.  Shof- 
stall  made  such  health  education  courses  voluntary  rather 
than  compulsory  due  to  the  general  feeling  of  con- 
siderable concern  over  the  sex  education  portion  of  the 
health  program. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  reemphasize  to  the  Department  of  Pub- 
lic Instruction  support  of  a compulsory  Health  Edu- 
cation Program,  making  the  sex  education  portion 
of  the  program  voluntary. 

Dispensing  Drugs  from  Physicians  Office 

The  matter  of  a physician  whose  office  is  in  close 
proximity  to  an  ethical  pharmacist,  but  who  routinely 
dispenses  drugs  from  his  office  was  discussed  at  length. 
It  was  moved  and  carried  to  inform  the  insurance 
company  raising  the  question  of  the  position  of 
the  AMA  which  states: 

“Although  there  are  circumstances  in  which  physicians 
may  ethically  engage  in  the  dispensing  of  drugs,  the 
American  Medical  Association  nevertheless  urges  physi- 
cians to  avoid  the  regular  dispensing  and  the  retail  sale 
of  drugs  to  patients  wherever  the  drug  needs  of  patients 
can  be  met  adequately  by  local  ethical  pharmists.”  And 
further,  the  Arizona  Medical  Association  concurs  in  this 
opinion. 

Triplicate  Prescription  Forms 

Dr.  Wagner  reported  on  the  research  done  by  the 
committee  on  the  need  for  this  proposed  legislation  which 
would  require  all  Class  A narcotics  be  written  on  a 
triplicate  prescription  form.  Such  legislation  was  ap- 
proved by  the  Board  earlier  in  the  meeting. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  support  legislation  providing  that  pre- 
scriptions for  Class  A narcotics  shall  be  written  in 
triplicate  on  official  order  blanks  provided  that 
material  can  be  adequately  gathered  and  dispensed 
to  the  interested  agencies  within  a reasonable  pe- 
riod of  time  and  at  a reasonable  cost  so  that  it  can 
be  put  to  use  as  intended. 

Guidelines  for  Medical  Interns  & Residents  Prescribing 

Dr.  Wagner  advised  that  the  Arizona  State  Board  of 


Pharmacy  has  requested  our  assistance  in  developing 
the  subject  guidelines. 

Following  is  a number  of  suggested  changes: 

It  was  moved  and  carried  that  we  endorse  the 
guidelines  as  follows: 

Guidelines  for  Medical  Interns  and  Residents  for 
Prescription  Medications: 

1.  Medical  interns  and  residents  must  be  registered 
with  the  Arizona  Board  of  Medical  Examiners,  or  be  per- 
mitted to  intern  by  the  Arizona  Board  of  Osteopathic 
Examiners. 

2.  The  medical  intern  or  resident  may  practice  only 
in  a hospital  permitted  to  train  interns  or  residents  and 
are  subject  to  the  hospital’s  directives.  These  guidelines 
are  not  intended  to,  and  cannot,  grant  interns  powers 
or  duties  not  permitted  by  the  hospital  or  licensing  board. 

3.  The  medical  intern  or  resident  may  order  and  ad- 
minister medications  for  patients  that  have  been  ad- 
mitted to  the  hospital.  (In-patients). 

4.  To  order  controlled  substances,  the  hospital  should 
assign  each  medical  intern  or  resident  a number  con- 
sisting of  the  hospital’s  BNDD  registration  number;  plus 
two  identifying  characters.  (For  instance,  AJ-1234567- 
B5.)  This  number  should  be  used  by  the  medical  intern 
or  resident  on  all  prescription  orders  for  controlled  sub- 
stance. Medical  interns  or  residents  in  Arizona  do  not 
have  to  register  with  BNDD  as  they  may  only  ractice 
in  accordance  with  rules  of  their  hospital  training  pro- 
gram. 

5.  Medical  interns  or  residents  may  order  and  admin- 
ister medications  to  patients  in  the  emergency  room,  but 
they  may  not  dispense  medication  for  the  patient  to 
take  away  with  him  from  the  hospital  for  subsequent 
administration. 

6.  Medical  interns  and  residents  appropriately  regis- 
tered with  the  Board  of  Medical  Examiners,  or  be  per- 
mitted to  intern  by  the  Arizona  Board  of  Osteopathic 
Examiners  and  under  supervision  of  a physician  licensed 
to  practice  medicine  may  prescribe  for  out-patients,  medi- 
cations to  be  dispensed  by  the  hospital  pharmacy  or  an 
outside  pharmacy. 

7.  A commissioned  medical  officer  in  the  military  or 
public  health  service  of  the  United  States  may  pre- 
scribe in  the  discharge  of  his  official  duties;  and  such 
prescriptions  may  be  dispensed  in  any  pharmacy. 

8.  An  out-of-state  practitioner  holding  a license  grant- 
ed by  another  state,  territory  or  district,  or  country  may 
prescribe  when  in  consultation  requested  by  a physician 
licensed  in  Arizona;  and  such  prescriptions  may  be  dis- 
pensed in  any  pharmacy. 

9.  A person  not  an  Arizona  physician,  and  not  regis- 
tered by  the  Arizona  State  Board  of  Medical  Examiners 
as  a medical  intern  or  a resident,  or  permitted  to  intern 
by  the  Arizona  Board  of  Osteopathic  Examiners  may  not 
precribe  medication,  other  than  the  exception  in  7 or  8. 

AD  HOC  COMMITTEE  ON  PROGRAM 
DEVELOPMENT  AND  ADMINISTRATIVE 
EVALUATION 

The  committee  made  the  following  recommendation 
to  the  Board: 

“In  an  endeavor  to  improve  communications  between 
the  American  Medical  Association,  this  Association  and 
the  constituent  county  medical  societies,  it  is  determined, 
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as  a policy,  that  a delegate  to  the  American  Medical 
Association  be  present  and  report  at  least  annually  to 
the  county  medical  society  on  matters  concerning  The 
American  Medical  Association;  that  a member  of  the 
Board  of  Directors  of  ArMA  be  present  at  a majority 
of  county  medical  society  meetings;  that  a district  direc- 
tor attend  at  least  one  meeting  a year  of  each  society(s) 
within  his  district;  and  that  the  delegate  to  the  Amer- 
ican Medical  Association,  member  of  the  ArMA  Board 
of  Directors,  and  district  director  file  a written  report 
with  the  ArMA  Board  of  Directors  during  meeting  im- 
mediately following  their  visitation.” 

It  was  moved  and  carried  to  table  this  matter  for 
further  study. 

COMMUNICATIONS 

Crossing  Border  with  Medical  Bag 

Dr.  King’s  letter  of  1/31/72  regarding  new  customs 
policy  making  it  possible  for  physicians  to  take  their 
medical  bag,  including  drugs,  was  received  for  infor- 
mation. 

OTHER  BUSINESS 

College  of  Medicine 

Dr.  Layton  reviewed  the  proposed  new  three  years 
curriculum  program  that  is  anticipated  will  start  this 
fall.  He  pointed  out  that  while  it  will  be  possible  to 
complete  the  M.D.  requirements  in  three  years,  the 
school  will  retain  the  right  to  determine,  on  an  individual 
basis,  whether  a student  will  qualify  in  three  years  or 
will  be  required  to  continue  longer.  He  also  commented 
that  of  the  64  openings  available  for  the  full  ’72  class, 
48  have  been  accepted  and  the  balance  will  be  notified 
during  the  next  thirty  days. 

A.A.M.C. 

For  the  benefit  of  the  Board,  Dr.  Layton  described  in 
some  detail  the  recent  changes  of  direction  taken  by  the 
American  Association  of  Medical  Colleges.  He  indicated 
that  during  the  last  several  years  it  has  become  ex- 
tremely active  in  legislative  activities  on  the  national 
level. 

The  Travelers  Insurance  Program  and 
Associates  for  Professional  Services,  Ltd. 

Dr.  John  B.  Miller  made  the  following  presentation 
to  the  Board: 

In  February  of  1970,  Associates  for  Professional  Serv- 
ices, Ltd.  was  incorporated  by  approximately  25  Phoenix 
physicians.  The  Corporation  was  organized  to  provide 
emergency  department  services,  but  had  as  long  range 
goals  the  administration  of  the  Family  Practice  Residency 
Program  at  Good  Samaritan  Hospital  in  Phoenix,  and 
possibly  developing  the  potential  for  providing  physicians 
for  locum  tenens  work  in  small  communities  of  the  state. 
Tire  Family  Practice  Residency  hopefully  will  provide 
a few  physicians  for  these  small  communities,  but  the 
chances  of  obtaining  and  keeping  physicians  for  these 
cities  would  be  much  enhanced  if  they  could  be  as- 
sured of  someone  to  occasionally  relieve  them  for  vaca- 
tion and  educational  leave.  The  Corporation  could  de- 
velop this  potential. 

Associates  for  Professional  Services  has  accomplished 
the  first  two  goals  and  has  partially  accomplished  the 
third.  In  addition,  we  have  rendered  many  other  serv- 
ices vital  to  Phoenix  and  the  State  of  Arizona.  Part  of 
our  accomplishments  are  as  follows: 


First,  we  completely  staff  and  operate  the  emer- 
gency departments  of  four  Phoenix-area  hospitals  using 
29  full  and  part  time  physicians.  These  hospitals  include 
Good  Samaritan  Hospital,  Walter  O.  Boswell  Memorial 
Hospital,  Mesa  Lutheran  Hospital,  and  Memorial  Hos- 
pital of  Phoenix.  These  institutions  have  the  best  staffing 
that  they  have  ever  had  by  a young,  vigorous,  intelligent 
group  of  physicians,  most  of  whom  want  to  make  Emer- 
gency Medicine  a career.  These  men  are  employed  by 
the  Corporation  and  not  the  hospitals.  We  charge  a fee 
for  service  with  each  hospital  offering  a minimum  yearly 
guarantee  and  acting  as  our  billing  agents.  Our  eventual 
goal  is  to  take  this  billing  out  of  the  hands  of  the  hos- 
pital and  do  it  ourselves.  We  intend  in  the  future,  if  there 
is  any  for  us,  to  be  completely  independent  from  the 
hospital  administrations  except  through  our  contracts. 
Hospitals  all  over  the  United  States  have  found  that  this 
is  the  best  way  to  operate  their  emergency  departments. 

Second,  since  October  1,  1971,  Associates  for  Profes- 
sional Services,  Ltd.  administers  the  Family  Practice 
Residency  Program  at  Good  Samaritan  Hospital.  Many 
Phoenix  physicians  have  expressed  reluctance  to  act  in 
an  administrative  or  teaching  capacity  if  this  program 
is  under  Hospital  control. 

Third,  we  have  on  an  irregular  basis  supplied  physi- 
cians for  locum  tenens  work  for  small  cities  in  Arizona. 
These  include  Morenci,  Holbrook,  Springerville,  and 
Grand  Canyon.  On  several  occasions  we  have  undoubted- 
ly prevented  the  communities  of  Grand  Canyon  and 
Holbrook  from  being  completely  without  a physician. 
Just  last  week,  Dr.  Haley  in  Holbrook  and  Dr.  Garver 
in  Show  Low  called  for  vacation  relief,  but  due  to  our 
present  circumstances,  no  effort  is  going  to  ba  made 
to  provide  these  men  with  relief. 

Fourth,  as  a member  of  Associates  for  Professional 
Services,  Ltd.,  I have  been  an  instructor  in  the  Emer- 
gency Medical  Technician  program  sponsored  by  the 
Governor’s  Highway  Traffic  Safety  Committee  since  its 
organization.  Several  hundred  ambulance  drivers,  law 
enforcement  officers,  and  firemen  have  completed  this 
course.  As  a result  the  level  of  emergency  care  in  this 
area  has  improved.  In  addition,  as  a member  of  the  Cor- 
poration, I have  been  an  instructor  at  the  Department 
of  Public  Safety  Academy  in  Phoenix. 

Fifth,  many  of  our  men,  due  to  their  regular  struc- 
tured schedules,  have  been  able  to  provide  service  at 
the  Neighborhood  Doctors’  Offices  at  Memorial  Hos- 
pital and  St.  Luke’s  Hospital.  Many  of  our  men  aid  in 
the  staffing  of  Terros  Clinic  in  Phoenix. 

Sixth,  Associates  for  Professional  Services  has  been 
working  to  establish  a professional  organization  of  Emer- 
gency Department  Physicians  to  provide  continuing  edu- 
cation in  the  area  of  emergency  care.  We  want  to  deter- 
mine what  exactly  is  expected  of  an  Emergency  Depart- 
ment Physician  and  then  be  certain  that  he  possesses 
the  required  knowledge  and  skills  to  perform  his  job. 
Our  first  city-wide  meeting  was  held  on  January  25. 
Recently  in  conjunction  with  Pfizer  Drug  Company,  ini- 
tial discussions  were  held  about  our  group  sponsoring 
a state-wide  symposium  on  emergency  care  of  the  sick 
and  injured. 

There  are  many  other  services  we  have  performed 
that  are  too  numerous  to  mention.  However,  there  is  one 
I cannot  overlook.  One  member  of  our  group  recently 
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conducted  a seminar  on  cardio-pulmonary  resusitation  for 
200  members  of  the  Central  Arizona  Dental  Society.  We 
were  asked  by  this  same  group  to  sponsor  a seminar 
in  September  on  other  emergency  medical  situations 
that  dentists  might  face. 

Nearly  from  the  start  we  have  had  professional  lia- 
bility insurance  problems.  In  August  of  1970,  the  in- 
famous Hawaiian  Insurance  Company  cancelled  two  of 
our  full-time  Emergency  Department  Physicians  on  15 
day  notice.  Their  reason  was  “lack  of  five  years  experi- 
ence.” I literally  pleaded  with  the  Company  to  recon- 
sider. They  did.  Continued  coverage  would  cost  us  $1,500 
per  six  months  perman  for  Class  I insurance!  This  was 
worse  than  rejection.  It  was  “gouging”  and  insulting.  I 
approached  St.  Paul  and  again  pleaded  for  insurance. 
When  I use  the  word  “pleaded,”  I really  mean  it  — I’m 
an  expert  at  this.  They  did  write  policies  on  the  men 
who  had  been  cancelled.  St.  Paul  must  be  commended 
for  this  action.  Or  I must  be  commended  on  my  “plead- 
ing” — probably  a combination  of  both.  These  were  the 
first  policies  that  St.  Paul  had  written  for  new  physi- 
cians in  two  or  three  years. 

Our  insurance  situation  remained  marginally  stable 
for  awhile.  Western  Insurance  Company  has  always  cov- 
ered our  Corporate  insurance  and  continues  to  do  so. 
Travelers  began  writing  policies  for  our  individual  physi- 
cians. I approached  Western  and  Imperial  Insurance 
Companies  several  months  ago  to  try  to  open  other 
markets,  but  neither  were  remotely  interested  in  emer- 
gency department  coverage. 

When  our  Corporate  policy  expired  with  Western  on 
December  1,  1971,  I approached  Travelers  to  see  if 
they  would  care  to  provide  this  coverage.  After  many 
meetings  with  Mr.  Harrelson,  the  Travelers  Phoenix 
agent,  he  stated  that  unless  all  our  stockholders  and  all 
of  our  physician-employees  carried  Travelers  they  could 
not  carry  our  Corporate  policy.  Mr.  Harrelson  appeared 
at  two  of  our  Board  of  Directors  meetings.  At  the  last 
of  these  meetings,  he  did  not  indicate  in  any  manner 
that  unless  we  carried  all  of  our  insurance  with  Trav- 
elers, they  would  refuse  to  insure  new  employees  or 
renew  policies  of  existing  members.  Mr.  Harrelson’s  let- 
ter of  February  8,  1972  informs  us  of  this.  What  Trav- 
elers wants  is  the  professional  liability  insurance  of  our 
25  stockholders,  our  29  physician-employees,  and  the 
Corporate  policy.  If  they  can’t  have  this,  they  will  not 
write  any  new  insurance  or  renew  any  existing  Travelers 
policies. 

Several  days  ago,  I again  approached  (pleaded  with) 
Western  and  Imperial  Insurance  Companies  to  provide 
in  individual  liability  market.  Western  will  not  write 
any  new  policies,  but  will  continue  those  now  in  force. 
Imperial  wants  nothing  to  do  with  physicians  doing 
emergency  room  work.  However,  Signal  Insurance  Com- 
pany, apparently  the  parent  company  of  Imperial,  did 
not  offer  insurance  but  said  they  would  entertain  ap- 
plications on  a strictly  individual  basis,  and  that  the 
premium  would  be  $2,500  per  year  with  $1,500  deduc- 
tible. No  promise  was  made,  however,  that  anyone 
would  be  insured. 

Many  of  our  stockholders  and  physician-employees 
have  retained  insurance  from  other  reputable  carriers 
such  as  Western,  St.  Paul,  and  Imperial.  There  are  sev- 
eral reasons  why  many  of  these  men  cannot  switch  to 


Travelers.  First,  some  are  involved  in  partnerships  and 
professional  corporations  with  men  who  have  no  inter- 
est in  our  Corporation.  In  fact,  the  President  of  our 
Corporation  and  one  of  our  Board  members  find  them- 
selves in  this  category.  They  might  personally  want  to 
change  carriers,  but  their  associates  might  be  reluctant 
to  do  so  and  really  have  no  obligation  to  do  so  be- 
cause of  Associates  for  Professional  Services,  Ltd. 

Second,  there  is  the  matter  of  coercion.  None  of  us 
are  insurance  experts,  but  our  past  experience  (remember 
Hawaiian?)  leads  many  of  us  to  believe  that  insurance 
companies,  Travelers  included,  will  not  pass  up  an  op- 
portunity to  “put  the  squeeze”  on  us  if  they  can.  We 
believe  that  Travelers  is  fully  aware  of  our  circum- 
stances and  recognize  this  as  an  opportunity  to  coerce  us 
into  purchasing  their  insurance.  We  believe  that  our 
present  insurance  program  is  adequate  and  that  Trav- 
elers could  somehow  “live”  with  our  present  set-up  if 
they  chose  to.  We  are  not  pleased  that  Mr.  Harrelson 
did  not  inform  us  that  Travelers  might  take  their 
present  action  should  we  choose  to  keep  on  present 
insurance  set-up. 

The  easiest  solution  might  seem  to  re-organize  the 
Corporation  and  “purge”  itself  of  the  “recalcitrant”  phy- 
sicians who  refuse  Travelers  coverage.  It  so  happens 
that  most  of  the  physicians  involved  are  key  stockholders 
and  physician-employees.  The  President,  two  Vice-Presi- 
dents, the  Secretary,  a Board  member,  and  two  physi- 
cians who  supervise  the  operations  at  our  four  hosiptals. 
I have  already  outlined  the  reasons  why  these  men  can- 
not switch  their  coverage  to  Travelers.  Without  these 
men,  Associates  for  Professional  Services,  Ltd.,  will  col- 
lapse because  no  one  else  in  the  group  possesses  the 
experience  or  administrative  ability  to  continue  our 
present  operation.  Also,  it  just  so  happens  that  some  of 
us  believe  that  such  re-organization  should  not  be  neces- 
sary to  satisfy  such  a coercise  action  by  Travelers. 

There  is  also  the  matter  of  the  Family  Practice  Resi- 
dency Program.  The  Administrator  of  this  program  is  a 
Vice-President  in  our  Corporation  and  is  insured  by 
Western.  I know  this  man  is  extremely  reluctant  to 
change  carriers.  With  the  break-up  of  the  Corporation, 
who  will  administer  this  Program?  No  one  knows  at  this 
time,  but  it  appears  to  me  that  the  easiest  route  to  take 
would  be  for  it  to  revert  back  to  the  Administration  of 
Good  Samaritan  Hospital. 

If  Associates  for  Professional  Services  does  drop 
into  oblivion,  what  will  happen?  The  services  outlined 
previously  will  largely  if  not  completely  be  curtailed. 
Many  of  our  presently  employed  physicians  will  seek 
employment  elsewhere.  Those  remaining  might  be  able 
to  form  a “Travelers  Corporation’  and  continue  some  of 
the  operations  on  a private  basis.  However,  I suspect 
that  the  hospitals  will  be  successful  in  luring  most  of 
these  men  into  their  employment,  and  we  have  lost  an- 
other “battle”  for  private  practice. 

I have  come  here  to  elicit  your  support  in  our  posi- 
tion with  Travelers.  We  want  to  continue  our  insurance 
program  as  now  constituted,  and  until  such  time  as 
another  market  becomes  available,  we  want  them  to  con- 
tinue to  issue  insurance  to  our  new  physicians  and  con- 
tinue coverage  of  those  they  now  write  for.  They  are 
insuring  practically  every  other  member  of  the  Arizona 
Medical  Association  and  we  would  ask  for  the  same  right. 
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We  would  ask  Travelers  to  overlook  the  “imperfections” 
in  our  insurance  program  in  order  to  continue  operation 
of  a Corporation  that  is  performing  valuable  service  to 
Phoenix  and  the  State  of  Arizona. 

If  you  are  not  successful  in  persuading  Travelers  to 
change  their  present  policy  toward  us,  I suspect  that 
we’re  finished. 

It  was  pointed  out  that  it  appears  that  Traveler’s  has 
been  more  than  fair  in  offering  coverage  and  that  per- 
haps rethinking  on  the  part  of  the  Associates  for  Profes- 
sional Services,  Ltd.  would  be  in  order. 

RECEIVED  FOR  INFORMATION  - with  a request 
of  Travelers  to  give  the  Associates  for  Professional  Serv- 
ices Itch  a reasonable  length  of  time  to  find  a reasonable 
solution. 

Meeting  adjourned  1:36  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


PUBLIC  RELATIONS  COMMITTEE 

Meeting  of  the  Public  Relations  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Saturday, 
March  18,  1972,  convened  at  1:05  p.m.,  John  F.  Kahle, 
M.D.,  Chairman,  presiding. 

MEDIX  — TV  DOCUMENTARY  SERIES 

The  committee  watched  the  16mm  sound  movie  out- 
lining the  series  developed  by  the  Los  Angeles  County 
Medical  Association  and  considered  the  possibility  of 
arranging  for  showing  the  26  shows  in  Arizona. 

Following  considerable  discussion,  it  was  determined 
to  proceed  with  the  investigation  of  obtaining  sponsors 
for  the  program  as  well  as  developing  interest  on  the 
part  of  the  various  stations.  Mr.  Robinson  and  Mr.  Owens 
are  to  pursue  this  matter  further  with  the  understand- 
ing that  the  committee  approves  the  concept  should 
ways  be  developed  to  handle  the  project  without  ex- 
pense to  the  Association. 

REVIEW  OF  PRESENT  PROGRAMS 

Health  Tips 

Mr.  Robinson  reported  that  the  Health  Tip  program 
continues  to  grow  by  popular  demand  to  where  we  are 
currently  sending  out  2012  Health  Tips  to  867  different 
schools  including  elementary,  high  schools  and  univer- 
sities. 

The  question  of  new  topics  arose  and  the  committee 
agreed  to  write  on  subjects  requested  by  the  recipients 
of  Health  Tips.  Mr.  Robinson  is  to  solicit  requests  and 
route  them  to  the  committee  members. 

AMA  Brochure  Program 

Mr.  Robinson  reviewed  the  program  indicating  that 
it  was  declining  in  interest  with  fewer  and  fewer  re- 
guests. 

It  was  determined  that  this  program  should  be  phased 
out  as  our  present  stock  declines  referring  all  future 
inquiries  directly  to  the  AMA. 

Physician’s  Placement  Service 

The  committee  determined  that  as  long  as  we  now 
have  a Locum  Tenens  & Health  Manpower  Commit- 
tee, that  this  program  should  be  transferred  to  that 
committee. 

Medical  Memos 

It  was  reported  that  since  September  1966,  89  Medi- 


cal Memos  have  been  published  with  19  during  1971. 
The  committee  expressed  the  thought  that  this  is  one 
of  the  best  communication  methods  and  that  it  should 
be  continued. 

AMA  Film  Program 

Mr.  Robinson  indicated  that  the  requests  for  films 
has  declined  and  that  during  1971  only  $51.00  was  ex- 
pended. It  was  determined  that  our  function  henceforth 
would  be  to  provide  the  catalog  only  and  no  longer 
pay  for  the  films. 

OWENS  & ASSOCIATES 

Mr.  Owens  reported  on  the  public  relations  activities 
for  the  1971  Annual  Meeting  indicating  the  following 
coverage  received  at  no  cost: 

Radio  7,550.00 

Newspaper  7,620.00 

TV  28,440.00 

Magazine  800.00 

44,610.00 

He  indicated  that  the  plans  for  the  1972  meeting  are 
well  underway  and  looks  good. 

Meeting  adjourned  2:15  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


Letters  to  Editor 

J 

John  R.  Green,  M.D.,  Editor 
ARIZONA  MEDICINE 
810  W.  Bethany  Home  Road 
Phoenix,  AZ  85013 
Dear  Dr.  Green: 

“I  am  compiling  case  reports  of  allergic  reac- 
tions to  biting  insects,  i.e.,  mosquitos,  fleas,  kiss- 
ing bugs,  bed  bugs,  gnats  and  flies  — including 
horsefly,  sandfly,  deerfly.  I am  also  interested 
in  reactions  to  fire  ants. 

I would  like  physicians  to  supply  me  with 
case  reports  of  those  patients  who  have  had  re- 
actions to  such  insects.  Include  in  your  reports, 
the  history  of  the  type  of  reaction  and  complica- 
tions if  any;  the  immediate  treatment;  if  desen- 
sitization were  attempted,  what  were  the  re- 
sults? Send  to: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 
Asheville,  N.  C.  28801.” 

Sincerely, 

Claude  A.  Frazier,  M.D. 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501 3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced,  on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  in- 
fections (primarily  cystitis,  pyelitis,  pyelonephritis)  due 
to  susceptible  organisms  (usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and  less  frequently,  Proteus  vulgaris ) in  the  absence  of 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tests 
are  not  always  reliable.  The  test  must  be  carefully  coordi- 
nated with  bacteriologic  and  clinical  response.  When  the 
patient  is  already  taking  sulfonamides,  follow-up  cultures 
should  have  aminobenzoic  acid  added  to  the  culture  media. 
Currently,  the  increasing  frequency  of  resistant  organisms 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in- 
cluding the  sulfonamides,  especially  in  the  treatment  of 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa- 
tients receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  as 
adverse  reactions  Occur  more  frequently  above  this  level. 
Contraindications:  Flypersensitivity  to  sulfonamides,  in- 
fants less  than  2 months  of  age  (except  adjunctively  with' 
pyrimethamine  in  congenital  toxoplasmosis),  pregnancy 
t at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has  not 
been  established.  Sulfonamides  will  not  eradicate  group 
. A streptococci.  Deaths  associated  with  sulfonamide  ad- 
ministration have1  been  reported  from  hypersensitivity, 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
' blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indications  of 
serious  blood  disorders.  Complete  blood  counts  and 
urinalyses  with  careful  microscopic  examination  should 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  or 
hepatic  function,  severe  allergy  or  bronchial  asthma  is 
present.  In  glucose-6-phosphate  dehydrogenase-deficient 
individuals,  hemolysis  (frequently  a dose-related  reac- 
tion) may  occur.  Maintain  adequate  fluid  intake  to  pre- 
vent crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo- 
globinemia. Allergic  reactions:  Erythema  multiforme  (Ste- 
vens-Johnson  syndrome),  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
tal edema,  conjunctival  and  scleral  injection,  photosensi- 
tization, arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C./V.S.  reac- 
tions: Headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia. Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
and  L.E.  phenomenon  have  occurred  with  sulfonamide 
therapy.  Sulfonamides  bear  certain  chemical  similarities 
to  some  goitrogens,  diuretics  and  oral  hypoglycemic 
agents.  Goiter  production,  diuresis  and  hypoglycemia 
have  occurred  rarely  in  patients  receiving  sulfonamides. 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO  MORE 

BENE  FITS  OF 


GANTRISIN 

sulfisoxazde/Roche 


AND  A BONUS 


6. 

High  plasma  concentrations 

For  most  urinary  tract  infections,  therapeutic  plasma  levels  (5  to 
10  mg  per  cent)  are  usually  reached  in  2 to  3 hours  and 
can  be  maintained  on  a dosage  of  4 to  8 Gm/day. 
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Economy 

Average  daily  cost  of  therapy  only  about  78<S 
(3  tablets  q.i.d.) 

bonus 

The  Roche  commitment  to  sulfonamide  research 

Thirty  years  of  research  in  sulfonamide  development  and 
technology  provide  you  with  a drug  which  is  the 
standard  in  its  field. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin 

su  Ifisoxazole/  Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post' 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5^mg 
or  2'mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery7. 


Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
trequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have  - 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. in  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults : Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients 2 to 
2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2V2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


SOMETHING 

BETTER 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 


The 


I MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why  ? It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are  espe- 
cially vulnerable  when 
their  manly  assertive  in- 
dependence is  threatened.2 


Hypersecretion — an  atavistic  response. 

One  investigator,  who  has  studied  the  per- 
sonalities of  duodenal  ulcer  patients,  wonders 
if  masculine  competitiveness  is  related  to 
man’s  atavistic  urge  to  devour  his  adversary. 
It  is  striking,  he  reports,  that  an  accentua- 
tion of  gastric  acid  secretion  and  motility  can 
be  induced  in  patients  with  ulcers  by  discus- 
sions that  stimulate  feelings  of  inadequacy, 
frustration  and  resentment.2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve  a 
purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
He  concludes  that  it  may  be  more  than  coin- 
cidence that  peptic  ulcer  patients  appear  to 
be  a lean,  hungry,  competitive  group.3 


Big  boys  don’t  cry.  If  more  men  cried 
maybe  fewer  would  wind  up  with  duodena 
ulcers.  But  men  will  be  men— the  sum  total  o 

their  genes  and  what  the; 
are  taught.  According  t< 
another  clinician,  when  i 
mother  admonishes  her  soi 
who  has  hurt  himself  tha 
big  boys  don’t  cry,  she  i 
teaching  him  stoicism 
Crying  is  the  negation  o 
everything  society  think 
of  as  manly.  A boy  start 
defending  his  manhood  a 
an  early  age 


Take  away  stress 
you  can  take  away  symptoms: 

There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulcer.  On 
prominent  physician  has  observed  that  man; 
a man  with  an  ulcer  loses  his  symptoms  th 
day  he  shuts  up  the  office  and  starts  out  on  ; 
vacation.  The  problem  is,  the  type  of  mai 
likely  to  have  an  ulcer  is  the  type  least  like! 
to  take  long  vacations  or  take  it  easy  at  work 


The  rest  cure  vs.  the  two-way  action  o 
Librax®.  For  most  patients,  the  rest  cure  i 
as  unrealistic  as  it  is  desirable.  Still,  th 
excessive  anxiety  must  be  dealt  with.  An* 
here  is  where  the  dual  action  of  adjunctiv 
Librax  can  help.  Librax  is  the  only  drug  tha 


References:  1.  Silen,  W:  “Peptic  Ulcer,”  in  Wintrobe.M.  M 
et  al.  (eds.):  Harrison’s  Principles  of  Internal  Medicine,  & 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  144 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaed 
W.  W. : Psychophysiologic  Approach  in  Medical  Practic 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  16 
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combines  the  anti- 
anxiety action  of 
Librium®  (chlordiaz- 
epoxide  HC1)  with  the 
dependable  anti 
secretory/ anti- 
spasmodic 
action  of  Quarzan®  (clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  helps  reduce 
excessive  anxiety  and  thus  helps  protect  the 
vulnerable  patient  from  this  type  of  overre- 
action to  stress.  At  the  same  time,  the  action 
of  Quarzan  helps  quiet  the  hyperactive  gut, 
decreasinghypermotility  and  hypersecretion. 

| 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient—with  your  guidance— will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both  psy- 
chic and  gastric— that  can  precipitate  and 
exacerbate  the  symptoms  of  duodenal  ulcer. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states 
associated  with  organic  or  functional  gastro- 
intestinal disorders;  and  as  adjunctive 
therapy  in  the  management  of  peptic  ulcer, 
gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcer- 
ative colitis. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  follow- 
ing discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
Vl  potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
*i  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Roche  Laboratories 
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he  got  three  new  clients* 
four  rush  orders* 
and  constipation. 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET  ENEMA  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
f ar  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  burning  they  can  cause.  More  physio  logical  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  disturb  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  constipation-prone  patients. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  or  when  prescribed  by  a physician.  Do  not  use  when 
nausea,  vomiting',  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 

The  professional  aid  to  constipation  relief 
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C.  B.  FLEET  CO.,  INC.,  Lynchburg,  Va.  24505 


"We  will  not  sacrifice  the  pride, 
excellence,  and  performance 


painstakingly  handcrafted  into 
a Bellanca  airplane  for  the 


Since  the  early  192Q's,  almost  every 
part  of  every  Bellanca  airplane  has  been 
skillfully  handcrafted  for  structural  su- 
periority. Wings  are  fashioned  from 
strong,  flexible  mahogany  and  spruce. 
Fuselages  are  tightly  covered  with 
dimple  resistant  Dacron.  The  Bellanca 
Viking  and  Turbo  Viking  models  cruise 


at  over  200  m.p.h.  And  a Bellanca  air- 
craft has  never  had  an  in-flight  structural 
failure. 

For  further  information  and  an  explanation 
of  our  Bellanca  “Ambassador”  tax  relief  plan, 
please  call  or  write:  Wm.  Hauprich,  Vice  Presi- 
dent, Sales  • Arizona  Bellanca  Company,  4760 
Falcon  Drive,  Falcon  Field,  Mesa,  Arizona  • 
(602)  985-4981  or  266-2725 


/Arizona 


OMPANY 


A LEASE  FOR  ALL  REASONS 


Why  lease? 

Courtesy  has  some  good  reasons: 
leasing  requires  no  investment,  it’s 
more  flexible,  lets  you  enjoy  the  advan- 
tages of  car  ownership  without  the 
disadvantages. 

Courtesy  leases  any  make  or  model, 
plus  a complete  line  of  Chevrolets. 
Everything  from  pick-ups,  to  4-wheel 
drive  vehicles,  or  the  personalized  car 


of  your  choice.  Whether  you’re  headed 
for  the  hills,  need  something  for  busi- 
ness use,  for  the  wife,  or  the  kids, 
Courtesy  has  a convenient,  economical 
lease,  for  all  reasons  . . . 

CouSiteMf 

LEASING,  INC. 

1233  East  Camelback  Road  279-3232 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

2arpelback  Hospital 

\.n  instrument  for  healing ” 5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 
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INSURANCE  COMPANY 


GROWING  WITH  THE  ELEVEN  WESTERN  STATES 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


“Sorry,  Sire,  but 
‘ DicarbosiV  hasn't 
been  invented  yet  ” 


DicarbosiL 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Our  new  voice 
spoke  at  the  Convention. 

A lot  of  you  liked  what  you  heard. 


Valley  Bank’s  On-line  Information  Center  ...  the  talking  computer. 

This  amazing  new  computerized  medical  billing  system  made  its  debut  at  the  Arizona  Medical  Asso- 
ciation Convention.  You  came.  You  saw.  You  were  impressed.  And  who  wouldn’t  be? 


Here,  at  last,  is  a medical  billing  system  that  completely  bypasses  both  of  the  old  computer-billing 
problems  of  time  and  paperwork.  The  miracle  ingredient,  simply  enough,  is  “speech.” 

The  VOICE-System  talks  to  you  about  your  medical  billing.  Right  over  your  office  phone.  What 
could  be  easier?  No  wasted  time.  And  you  get  your  balance  immediately. 


VOICE.  The  better  medical  billing  system. 
It’ll  be  ready  for  you  very  soon. 

Right  now,  it’s  busy  learning  your  language  . . . 


WE  TRY  TO  BE  A BETTER  BANK. 
VALLEY  BANK. 


Business  Systems  Division 
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tHedical  Center  K-£aif  and  Clinical  Xahratcrif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D, 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


general  psychiatry  and  neurology 
child  psychiatry 
psycho 1i - : :: : 
c/inical  psychology 

and  family  counselling 
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YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLJ8.0UE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  S52S1  • 
(602)  945*9338 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

Sffi 

^ SAMARITAN  HEALTH  SERVICE^ 


MEDICAL  BOOKSTORE 


THE  ONLY  BOOKSTORE  IN  ARIZONA 
DEVOTED  EXCLUSIVELY  TO  BOOKS  FOR 
THE  MEDICAL  PROFESSION 


Medical  Bookstore 
College  of  Medicine 

University  of  Arizona 
Tucson,  Arizona  85724 
88 2-6669 


Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


WEBSTER 

DICTIONARIES 

Library  size,  1971  edition,  brand  new,  still  in 
box.  Cost  new:  $45.00 

Will  Sell  for  $15 

Deduct  10%  on  orders  of  6 or  more. 


Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept. 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will  deposit.  Pay  balance 
plus  C.O.D.  shipping  on  delivery.  Be  satisfied  on  inspection 
or  return  within  10  days  for  full  refund.  No  dealers,  each 
volume  specifically  stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling.  New  York  State 
residnets  add  applicable  sales  tax. 
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Pharmacy  Directory 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


FOR  SALE 

Two  acres  of  land  on  Highway  60  on  edge  of 
town  and  farming  community  where  you  can 
breathe  the  air  and  drink  the  water.  Building 
could  easily  be  adapted  into  doctor's  offices  as 
there  is  no  physician  within  60  miles.  Reason- 
able terms.  Write:  Welcom  Motel,  P.  O.  Box 
285,  Salome,  Arizona. 


NOW,  AVAILABLE  FROM  ArMA 


One 


nsurance 


<Jo , *4tl  C/< 


Cjj"o  rm 


aims 


ORDER  YOURS  TODAY  AND  STOP  THE 
CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 


samples  available  on  request 

COST:  $1 .50  per  hundred 


To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

Phoenix,  AZ.  85013 

Please  send  me  hundred  approved 

insurance  forms  costing  $1 .50  per  hundred. 

Name 

Address  - 

Bill  Me:  □ Payment  Enclosed:  □ 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5*5719  Free  Delivery 


*Sn  Sc ottsJale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Since  ?920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  ZsseS  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 
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Future 

Medical  Meetings 


THE  EMERGING  INTERFACE  BETWEEN 
PSYCHIATRY  AND  INTERNAL  MEDICINE 
TWO  NEW  FRONTIERS  IN  NEUROCHEMISTRY 

May  1 5,  1 972 

Maricopa  County  General  Hospital 

SPONSOR:  Maricopa  County  General  Hospital 

CONTACT: 

S.  Hollingsworth,  M.D. 

2601  East  Roosevelt  Street 
Phoenix,  Arizona  82601 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 

SPONSOR:  Arizona  Regional  Medical  Program  & Veterans 
Administration. 

CONTACT: 

F.  C.  Lepperd,  jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved  for  72  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


THE  PANCREAS 

May  21-22,  1972 
Fairmont  Hotel,  Dallas,  Texas 

SPONSOR:  American  Gastroenterological  Society 

CONTACT: 

Frank  P.  Brooks,  M.D. 

University  of  Pennsylvania  Medical 
School  Hospital 
Philadelphia,  Penn.  19104 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


OTOLOGIC  SEMINARS 

Monthly 

SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

R.  D.  Zonis,  M.D. 

7301  4th  Street 
Scottsdale,  AZ 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


PACIFIC  ASSOCIATION  OF  PEDIATRIC  SURGEONS 

5TH  ANNUAL  MEETING 
June  13-16,  1972 


SPONSOR:  Pacific  Association  Pediatric  Sugeons 

CONTACT: 

Dr.  Keijiro  Suruga 
Jutendo  University 
Tokyo,  Japan 

Approved  for  15  required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 
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We  stand 

behind  every  bottl 

of  aspirin. 


Butazolidiri®  alka 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 
100  mg.  dried  aluminum 

hydroxide  gel  USP 
1 50  mg.  magnesium  trisilicate  USP 

After  aspirin  in  arthritic 
flare-ups... 

If  it  doesn’t  work  in  a week, 
forget  it. 


Important  Note  This  drug  is  not  a simple  analgesic 
Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc.)  before  prescribing  and  at  frequent 
intervals  thereafter  Carefully  select  patients,  avoiding 
those  responsive  to  routine  measures,  contraindicated 
patients  or  those  who  cannot  be  observed  frequently. 
Warn  patients  not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the  smallest 
possible  dosage  is  the  goal  of  therapy.  Dosage  should 
be  taken  with  meals  or  a full  glass  of  milk.  Substitute 
alka  capsules  for  tablets  if  dyspeptic  symptoms  occur. 
Patients  should  discontinue  the  drug  and  report  imme- 
diately any  sign  of.  fever,  sore  throat,  oral  lesions  (symp- 
toms of  blood  dyscrasia);  dyspepsia,  epigastric  pain, 
symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin 
reactions,  significant  weight  gain  or  edema.  A one-week 
trial  period  is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty. 

Indications  Acute, gouty  arthritis,  rheumatoid 
arthritis,  rheumatoid  spondylitis 

Contraindications:  Children  1 4 years  or  less;  senile 
patients:  history  or  symptoms  of  G. I.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia:  history  or  presence  of  drug  allergy:  blood 
dyscrasias,  renal,  hepatic  or  cardiac  dysfunction:  hy- 
pertension: thyroid  disease:  systemic  edema:  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug:  poly- 
myalgia rheumatica  and  temporal  arteritis:  patients 


receiving  other  potent  chemotherapeutic  agents,  or 
long-term  anticoagulant  therapy. 

Warnings . Age,  weight,  dosage,  duration  of  thera- 
py, existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reactions. 
Carefully  instruct  and  observe  the  individual  patient, 
especially  the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage.  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions The  disease  condition  itself  is  unaltered  by  the 
drug.  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers.  Drug  may  appear  in  cord  blood 
and  breast  milk.  Serious,  even  fatal,  blood  dyscrasias, 
including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug.  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation.  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G.l  tract  has  occurred. 

The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and  myx- 
edema have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid).  Blurred  vision  can  be  a signif- 
icant toxic  symptom  worthy  of  a complete  ophthal- 
mological  examination.  Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by  reducing 
dosage.  If  edema  occurs  in  patients  over  sixty,  dis- 
continue drug . 

Precautions:  The  following  should  be  accomplished 


at  regular  intervals : Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions:  complete  physical  examination  including 
check  of  patient's  weight:  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check:  perti- 
nent laboratory  studies.  Caution  patients  about  partici- 
pating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc  Cases  of  leukemia  have  been 
reported  in  patients  with  a history  of  short-  and  long- 
term therapy.  The  majority  of  these  patients  were  over 
forty.  Remember  that  arthritic-type  pains  can  be  the 
presenting  symptom  of  leukemia. 

Adverse  Reactions  This  is  a potent  drug:  its  mis- 
use can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer  with 
perforation  and  hemorrhage,  ulceration  and  perfora- 
tion of  large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dyspepsia, 
nausea,  vomiting  and  diarrhea,  abdominal  distention, 
agranulocytosis,  aplastic  anemia,  hemolytic  anemia, 
anemia  due  to  blood  loss  including  occult  G.l.  bleeding, 
thrombocytopenia,  pancytopenia,  leukemia,  leukopenia, 
bone  marrowdepression,  sodium  and  chloride  retention, 
water  retention  and  edema,  plasma  dilution,  respiratory 
alkalosis,  metabolic  acidosis,  fatal  and  nonfatal  hepa- 
titis (cholestasis  may  or  may  not  be  prominent),  pete- 
chiae.  purpura  without  thrombocytopenia,  toxic 
pruritus,  erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome,  Lyell's  syndrome  (toxic 
necrotizing  epidermolysis),  exfoliative  dermatitis,  serum 
sickness,  hypersensitivity  angiitis  (polyarteritis),  ana- 
phylactic shock,  urticaria,  arthralgia,  fever,  rashes  (all 
allergic  reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria,  oliguria, 
anuria,  renal  failure  with  azotemia,  glomerulonephritis, 
acute  tubular  necrosfs,  nephrotic  syndrome,  bilateral 
renal  cortical  necrosis,  renal  stones,  ureteral  obstruc- 
tion with  uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decompensation, 
hypertension,  pericarditis,  diffuse  interstitial  myocarditis 
with  muscle  necrosis,  perivascular  granulomata,  ag- 
gravation of  temporal  arteritis  in  patients  with  polymy- 
algia rheumatica,  optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detachment, 
hearing  loss,  hyperglycemia,  thyroid  hyperplasia,  toxic 
goiter,  association  of  hyperthyroidism  and  hypo- 
thyroidism (causal  relationship  not  established),  agita- 
tion, confusional  states,  lethargy:  CNS  reactions  asso- 
ciated with  overdosage,  including  convulsions,  euphoria 
psychosis,  depression,  headaches,  hallucinations,  giddi- 
ness, vertigo,  coma,  hyperventilation,  insomnia: 
ulcerative  stomatitis,  salivary  gland  enlargement. 

( B)98-1  46-070-G 

For  complete  details,  including  dosage,  please  see  full  j 
prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502  bu-8439-9  jj 


R aeruginosa?* 


In  severe  infections 


when  nutritional  supplementation 
is  indicated 


Please  see  Complete  Prescribing  Information,  a sum- 
mary of  which  follows: 


Beroccatabets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Each  Berocca  Tablet  contains: 


Thiamine  mononitrate 15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu- 
rologic involvement  may  develop  or  progress,  despite 
temporary  remission  of  anemia,  in  patients  with  per- 
nicious anemia  who  receive  more  than  0.1  mg  of  folic 
acid  per  day  and  who  are  inadequately  treated  with 
vitamin  B,2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinical 
need. 

Available:  In  bottles  of  100. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


jfc E.  coli  are  revealed  by  the  rounded  ends  of  the  bacteria  in  this  new 
scanning  electron  micrograph.  P.  aeruginosa  have  tapered  ends. 
Neither  distinction  can  be  seen  under  standard  microscopy. 
Photomicrography:  Courtesy  Harry  S.  Truman  Laboratory, 

Kansas  City,  Mo. 


Just  about  the  first  thing 
the  patient  on  Sporostacin 
notices  is  welcome  relief 
from  the  intolerable  itching  of  vulvo- 
vaginal candidiasis.  Relief  from  burn- 
ing, irritation , and  malo  dor  follows 
soon  after. 


• v •%  If  that  was  all  Sporostacin 
" Im  did,  she’d  still  be  happy. 
M But  Sporostacin  also  con- 
trols the  causative  fungus  in  the  great 
majority  of  cases,  often  during  the 
first  course  of  therapy.  That  can  make 
both  of  you  happy. 


Contraindications:  None  known.  Precautions:  Even  though  re- 
ported cases  of  sensitization  and  irritation  are  relatively  rare, 
when  noted  the  drug  should  be  discontinued.  Dosage:  One  appli- 
catorful intravaginally  twice  daily  fora  period  of  14  days.  Course 
of  therapy  may  be  repeated  if  necessary. 

Sporostacin  cream 

(chlordantoin  1 % and  benzalkonium  chloride  0.05%) 


ORTHO  PHARMACEUTICAL  CORPORATION 
RARITAN,  NEW  JERSEY  08869 
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on  your 

patients 

ace.. 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
“senile”  keratoses...  and 
they  may  be  premalignant. 

Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T.*  seen  on  3/29/67  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  Cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T.*  seen  an  6/12/67,  seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper- 
pigmentation and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol,, 
tris(hydroxymethyl)aminomethane,  hydroxypropyt 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 


This  patient’s  lesions 
were  resolved  with 

Efudex 

(fluorouracil) 

5%  cream/solution 
...a  Roche  exclusive 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


‘Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

( 32.4  mg.)  gr.  ]/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 
gr.  3y2,  phen- 
acetin  gr. 

2y2,  caf- 
feine gr.  y2. 

Bottles  of 
100  and  10 

But  for  relief  of  Western  nai 

EMPI  * " 

COMPOUND  c 

CODEINE 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 
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Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501  3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer's  brand 

Pyopen 

(disodium  carbenicillin) 

•vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 

inna 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have  - 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
2Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2V2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Bactocill 

(sodium  oxacillin) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


REGIGTEB 

TO  VOTE 
MOW... 


...be  counted  later! 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 
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WHY  NOT  ? 

SPEND  YOUR  HOURS  OF  CONTINUING  MEDICAL 
EDUCATION  IN  THE  RELAXING  ATMOSPHERE  OF 
MEXICO'S  MOST  PROVINCIAL  TOWN  — 
GUADALAJARA? 


announcing: 


A SPECIAL  INVITATION  TO  OUR 
ACADEMY  MEMBERS,  OUR  SUBSPECIALTY  COLLEAGUES, 

AND  ALL  ARIZONA  PHYSICIANS,  FROM 

THE  ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS' 
NINETEENTH  ANNUAL  SCIENTIFIC  ASSEMBLY 


October  25,  26,  27  & 28,  1972 
At  the  New  HOLIDAY  INN  Guadalajara,  Jalisco,  Mexico 

Simultaneous  Seminars  In  Each  of  Ten  Subjects: 

EKG,  DERMATOLOGY,  PSYCHIATRY,  HYPNOSIS,  CHEST  DISEASE, 

OFFICE  GYNECOLOGY,  ENDOCRINOLOGY,  EMERGENCY  CARE, 

OFFICE  PEDIATRICS 

WITH  THE  FACULTY  OF 

UNIVERSITY  OF  CALIFORNIA 
IRVINE 

COLLEGE  OF  MEDICINE 

And  Practice  Productivity  Workshop  By  Business  Forum  N.Y.,  N.Y. 


14  PRESCRIBED  CREDIT  HOURS  FOR  AAFP,  ARMA.  AND  AMA'S  PHYSICIAN  RECOGNITION  AWARD 


AAFP  member  and  spouse 
AAFP  member  only 
Non-member  and  spouse 
Non-member  only 


Package  — $300.00 
Package  — $275.00 
Package  — $325.00 
Package  — $300.00 


With  Airfare  — $600.00 
With  Airfare  — $425.00 
With  Airfare  - $625.00 
With  Airfare  - $450.00 


Practice  Productivity  Workshop  will  be  an  additional  $100.00  for  Doctors  and  $50.00  for  his  wife  or 
aide  if  he  wishes  to  enroll  her  in  the  aides  course.  Doctors  not  enrolled  in  the  Practice  Productivity 
Workshop  are  also  encouraged  to  enroll  their  wives  or  aides  in  the  aides  course  if  desired. 

The  fees  include:  the  course  of  choice  and  a syllabus  pertinent  to  that  course;  the  hotel  (4  nights);  4 
Continental  breakfasts;  a Dinner-Dance;  a Dinner-Nightclub  Show;  a Mexican  Buffet  and  Fiesta;  an 
oyster,  shrimp  and  beer  party;  2 cocktail  parties;  2 tours  — one  to  include  lunch;  transfers  to  and  from 
airport;  baggage  handling  and  tips,  service  charges  and  taxes. 

FOR  DETAILS  WRITE  OR  PHONE 


ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS 

Mrs.  June  Boykin,  Executive  Secretary 
3627  NORTH  60th  STREET  - SCOTTSDALE,  ARIZONA  85251 
Phone:  946-6706 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishki  1 1,  New  York  which 
was  established  in  1936. 


Directors:  Blanche  C.  Lightowler,  B.A. 
Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

ss 

^ SAMARITAN  HEALTH  SERVICE^ 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Macillin 

(ampicillin  trihydrate) 

•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient- 

is  broad  antibacterial  activity  against 
susceptible  skin  invaders 
is  lowallergenic  risk— promptclinical  response 


Special  Petrolatum  Base 

XeOSporill'ointmcnt 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Vanishing  Cream  Base 

Neosporin-G  c™ 

(polymyxin  B-neomycin-gramicidin 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.2f 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  i 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  m 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Ap 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  me 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind, 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum 
perforated.  These  products  are  contraindicated  in  those  individuals  > 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML.  if 


iate 


Mylanta 

Because  the  taste  is  good. 

N 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 
'S' non-constipating 


Liquid 


MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 

STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


There  are  many  frustrations 

4 1 • # 4 • • 4 • 


bacterial  ones. 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. ' 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals  * * 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


# <§)  150  mg  capsules 

Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


molds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  n4:269, 1964 
ita  on  file,  Medical  Research  Department,  The  Upjohn  Company 


© 1971  The  Upjohn  Compm 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2  % } Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

Cleocirim 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 


very  6 hours. 

'hildren:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
ng/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
'0  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
4o/e:  With  P-hemolytic  streptococcal  infections,  treatment  should  continue 
or  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
ir  glomerulonephritis. 

IUPPLIED:  150  mg  Capsufes-Bottles  of  16's  and  100's.  75  mg  C apsules- 
lottles  of  16's  and  100's.  Sensitivity  Disks- 2 Hg.  Sensitivity  Powder-Vials, 
or  additional  product  information,  see  your  Upjohn  representative  or 
onsult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565 

he  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey  —“The  Build 
and  Blood  Pressure  Study" x— 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  “Effects  of  Treatment  on 
Morbidity  in  Hypertension"1 2  and 
the  “Framingham  Study"3— sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  The  Build  mid  Blood  Pressure  Study,  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,”  JAMA  213:1143-1152,  Aug.  17, 1970. 

3.  Kannel,  William  B.,  et  n I : "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke -The  Framingham  Study," 
JAMA  214:301-310,  Oct.  12,  1970. 

1 4.  Kirkendall,  Walter  M.:  "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  “What's 
With  Hypertension  These 
Days?"4  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  “Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURIL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURIL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 
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25-  and  50-mg  tablets 

HydroDIURIL’ 

(Hydrochlorothiazide|  MSD) 
Therapy  to  Start  With 


For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydroDIURIL 

( Hydrochlorothiazide|  MSD) 

Therapy  to  Start  With 

Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  mild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDIURIL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit  from  it,  because  FlydroDIURIL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDIURIL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  or 
treated  by  use  of  potassium  chloride  or  giving  foods 
with  a high  potassium  content.  Similarly,  any  chloride 
deficit  may  be  corrected  by  use  of  ammonium  chloride 
(except  in  patients  with  hepatic  disease)  and  largely 
prevented  by  a near  normal  salt  intake.  Hypochloremic 
alkalosis  occurs  infrequently  and  is  rarely  severe.  In 
severely  edematous  patients  with  congestive  failure  or 
renal  disease,  a low  salt  syndrome  may  occur  if  dietary 
salt  is  unduly  restricted,  especially  during  hot  weather. 

Thiazides  may  increase  responsiveness  to  tubocu- 
rarine.  The  antihypertensive  effect  of  the  drug  maybe 
enhanced  in  the  postsympathectomy  patient.  Arterial 
responsiveness  to  norepinephrine  is  decreased,  neces- 
sitating care  in  surgical  patients.  Discontinue  drug  48 
hours  before  elective  surgery.  Orthostatic  hypotension 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with 
hypercalcemia  and  hypophosphatemia  have  been  seen 
in  a few  patients  on  prolonged  thiazide  therapy.  The 
effect  of  discontinuing  thiazide  therapy  on  serum  cal- 
cium and  phosphorus  levels  may  be  helpful  in  assess- 
ing the  need  for  parathyroid  surgery  in  such  patients. 
Parathyroidectomy  has  elicited  subjective  clinical  im- 
provement in  most  patients,  but  has  no  effect  on 
hypertension.  Thiazide  therapy  may  be  resumed  after 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients; 
gout  may  be  precipitated.  May  affect  insulin  require- 
ments in  diabetics;  may  induce  hyperglycemia  and 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  cholestasis,  and  pericholangiolitic  hepatitis. 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares- 
thesias, transient  blurred  vision,  sialadenitis,  purpura, 
rash,  urticaria,  photosensitivity,  or  other  hypersensi- 
tivity reactions  may  occur.  Cutaneous  vasculitis  pre- 
cipitated by  thiazide  diuretics  has  been  reported  in 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linked 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm- 
bocytopenia, and  neonatal  jaundice.  When  adverse 
reactions  are  moderate  or  severe,  the  dosage  of 
thiazides  should  be  reduced  or  therapy  withdrawn. 

For  more  detailed  information,  consult  your  MSD  MSD 
Representative  or  see  the  Direction  Circular.  Merck  j^ERCK 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  SHARA 
Point,  Pa.  19486  DOHME 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

- George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


W>uld  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  b 
determined. 

The  Bureau  of  Drugs  ha 
suggested  the  package  inj 
sert  as  a possible  means  o: 
communicating  inf  ormatio 
on  relative  efficacy  of  drug 
to  the  physician.  I find  thi| 
objectionable,  since  I d' 
not  believe  the  physicia: 
should  have  to  rely  on  thi 
source  for  final  scientifi 
truth.  There  is  also  a prac 
tical  objection:  Since  fe\ 
physicians  actually  dis, 
pense  drugs,  they  seldom 
see  the  package  insert.  I: 
any  event,  I would  mainj 
tain  that  the  physicia] 
should  know  what  drug  h 
wants  and  why  without  de 
pending  on  the  governmen 
or  the  manufacturer  to  tel 
him. 

Undoubtedly,  physician1 
are  swamped  by  excessiv 
numbers  of  drugs  in  som 
therapeutic  categories.  Am’ 
I am  well  aware  that  man; 
drugs  within  such  cate 
gories  could  be  eliminate) 
without  any  loss,  or  per 
haps  even  some  profit,  t 
the  practice  of  medicine 
But,  in  my  opinion,  neithe 
the  FDA  nor  any  othe 
single  group  has  the  exper 
tise  and  the  wisdom  neces 
sary  to  determine  the  on 
“drug  of  choice”  in  al 
areas  of  medical  practice. 
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In  my  opinion,  it  is  not 
le  function  of  any  govern- 
lent  or  private  regulatory 
gency  to  designate  a “drug 
f choice.”  This  determina- 
on  should  be  made  by  the 
hysician  after  he  has  re- 
lived full  information  on 
he  properties  of  a drug, 
hd  then  it  will  be  based  on 
is  experience  with  this 
rug  and  his  knowledge  of 
le  individual  patient  who 
i seeking  treatment. 

If  an  evaluation  of  com- 
arative  efficacy  were  to  be 
lade,  particularly  by  gov- 
rnment,  at  the  time  a new 
rug  is  being  approved  for 
larketing,  it  would  be  a 
reat  disservice  to  medi- 
ne  and  thus  to  the  patient 
the  consumer.  For  exam- 
le,  when  a new  therapeu- 
c agent  is  introduced,  on 
le  basis  of  limited  knowl- 
ige,  it  may  be  considered 
) be  more  potent,  more 
ffective,  or  safer  than 
roducts  already  on  the 
larket.  Conceivably,  at 
ihis  time  the  new  drug 
ould  be  labeled  “the  drug 
f choice.”  But  as  addi- 
onal  clinical  experience  is 
ccumulated,  new  evidence 
lay  become  available. 
iater,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi;  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


When  irritable  colon  feels  like  this 


...in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  K!NESEP4 
provides  more  complete  relief : 


D belladonna  alkaloids —for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
□ phenobarbital—for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL 


INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 

is  Selsun*  "(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2V2%,  w/v  in  aqueous  suspension 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


FROM  A TO  Z 


SCHERER  is  the  house  that  has  it... here 
and  now...t/ie  items,  more  sizes,  more 
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ACUTE  RENAL  FAILURE  IN  MULTIPLE  MYELOMA 


AURELIO  DUARTE-AMAYA,  M.D. 
NICK  J.  MANSOUR,  JR.,  M.D. 


Acute  renal  failure  as  a complication  of  mul- 
tiple myeloma  has  been  reported  with  increasing 
frequency  over  the  last  few  years.  The  trend  has 
been  not  to  treat  vigorously  patients  with  mul- 
tiple myeloma  and  renal  failure,  and  conse- 
quently very  few  have  been  successfully  treated 
by  hemodialysis  or  peritoneal  dialysis.  There  is, 
however,  no  evidence  to  suggest  that  the  renal 
failure  is  not  reversible  and  the  diagnosis  of 
multiple  emyeloma  is  not  inconsistent  with  long 
term  survival. 

We  are  herewith  reporting  two  cases  of  mul- 
tiple myeloma  in  whom  acute  renal  failure 
supervened.  Both  were  treated  successfully  with 
peritoneal  dialysis. 

CASE  REPORTS 

Case  1:  A 72- year-old  negro  female  was  ad- 
mitted to  the  hospital  because  of  progressive 
shortness  of  breath  for  one  week  before  admis- 
sion. She  has  been  hospitalized  one  year  ago 
because  of  congestive  heart  failure  and  hyper- 
tension. 

Laboratory  tests  showed  hemoglobin  13.0 
grams,  hematocrit  40,  WBC  6,050,  bands  5,  segs., 
69,  eosinophils  3,  lymphocytes  22,  monocytes  1. 
Platelets  were  adequate,  sedimentation  rate  was 
46,  uric  acid  7.5  milligram  percent.  Urinalysis 
was  essentially  negative.  BUN  19  milligrams 
percent,  calcium  10  milligrams  percent,  phos- 
phorus 3.5  milligrams  percent,  total  protein  8.0 
17,  LDH  65.  She  was  treated  with  digitalis,  diur- 
etics and  antihypertensive  medication.  She  im- 
proved and  was  discharged. 

On  the  second  hospital  admission  15  months 


later  the  patient  was  confused  but  appeared 
in  no  severe  distress.  Physical  examination  re- 
vealed bilateral  arcus  senilis,  moderate  jugular 
venous  distention  at  30°,  and  bilateral  crepitant 
rales  over  the  posterior  lung  fields.  The  liver  was 
enlarged.  Chest  X-ray  done  the  same  day  show- 
ed marked  generalized  cardiac  enlargement  but 
no  evidence  of  pulmonary  congestion. 

Initial  SMA  12  revealed  a total  protein  of  9.1 
grams,  albumin  3.2  grams,  BUN  27  milligrams 
percent.  Uric  acid  was  off  the  scale.  Urinalysis 
showed  a pH  of  6.0,  specific  gravity  1.026,  rare 
RBC’s,  10-15  WBC,  moderate  bacteria  and  trac- 
es of  albumin.  The  hemoglobin  was  11.4  grams 
percent,  hematocrit  34,  WBC  2,050,  1 band,  76 
segs.,  20  lymphocytes,  2 monocytes,  1 eosinophil, 
platelets  adequate.  Erythrocyte  sedimentation 
rate  was  56,  serum  calcium  9.6  milligram  per- 
cent. X-rays  of  the  skull  revealed  a large  osteo- 
lytic lesion  in  the  right  posterior  parietal  region 
measuring  about  3.5  x 4.0  centimeters.  There 
were  also  multiple  smaller  radiolucent  areas 
within  the  calvarium  chiefly  in  the  frontal  and 
parietal  areas  bilaterally. 

A bone  marrow  aspiration  revealed  plasmo- 
cytosis  of  approximately  25  per  cent,  some  of 
which  were  flame  shaped.  The  G/E  ratio  was 
4:1,  and  rare  polysegmented  neutrophils  were 
seen.  Peripheral  smear  showed  rouleax  forma- 
tion and  1+  hypochromia.  Serum  protein  elec- 
trophoresis revealed  an  elevated  double  band 
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in  the  beta-globulin  area,  and  the  immunoelec- 
trophoresis  and  immunodiffusion  confirmed 
these  to  be  Ig  A protein,  Kappa  type.  Further 
immunoelectrophoresis  with  anti  Ig  A revealed 
two  bands  in  the  Ig  A region.  One  of  these 
bands  was  due  to  Ig  A and  the  other  due  to 
sub  groups  Ig  A type  II.  The  urine  protein 
electrophoresis  was  normal. 

Therapy  was  started  with  Melphalan,  4 milli- 
grams daily.  She  was  doing  well  up  until  14 
days  later  when  she  developed  a rectal  tempera- 
ture of  103°,  was  restless  and  the  pulse  was  120/ 
minute.  Chest  x-ray  revealed  a rather  extensive 
infiltration  within  the  right  central  region  and 
base  of  the  upper  lobe.  Serum  calcium  was  13 
milligrams  percent.  She  was  given  Ampicillin, 
2 grams  I.V.  every  6 hours;  I.V.  fluids.  Melphal- 
an was  discontinued  and  the  patient  was  given 
gapima  globulin,  20  cc.  I.M.  and  Prednisone  in 
a daily  dose  of  60  milligrams.  During  the  next 
ten  hours  the  patient  became  oliguric  and  the 
blood  urea  nitrogen  was  elevated. 

Retrograde  pyelogram  failed  to  demonstrate 
any  obstruction,  and  after  unsuccessful  attempts 
to  improve  the  diuresis  with  Mannitol,  and  be- 
cause of  the  rapid  impairment  of  the  clinical 
condition  and  deterioration  of  the  kidney  func- 
tion, peritoneal  dialysis  was  started  and  carried 
on  for  a total  of  44  exchanges.  Pre-dialysis  blood 
urea  nitrogen  was  156  milligrams  percent,  serum 
creatinine  7.2  milligrams  percent  and  uric  acid 
was  27.5  milligram  percent.  Post  dialysis,  the 
blood  urea  nitrogen  was  22  milligrams  percent, 
creatinine,  1.3  milligram  percent  and  the  urinary 
output  was  4120  cc./24  hours. 

Prednisone  was  continued  throughout  the 
course  .Her  general  condition  stabilized  and 
several  days  later  she  was  discharged.  At  the 
time  of  discharge  BUN  was  18  milligram  per- 
cent, serum  creatinine  0.8  milligram  percent, 
uric  acid  4.4  milligram  percent,  serum  calcium 
8.8  milligram  percent,  creatinine  clearance  66 
ml/minute.  Hemoglobin  12  grams,  hematocrit 
34,  WBC  5500,  neutrophils  80,  lymphocytes  11, 
eosinophils  4,  platelets  192,000,  electrolytes 
were  normal  and  the  patient  was  eating  a 
regular  diet. 

Case  2:  A 62-year-old  white  female  was  ad- 
mitted to  the  hospital  complaining  of  sharp  knife 
like  chest  plain  over  the  left  lateral  wall  that 
had  been  present  for  the  last  two  weeks  before 
admission.  The  pain  increased  with  inspiration 
and  radiated  across  the  chest.  Since  approxi- 


mately the  same  time  she  had  noted  some  yellow 
colored  sputum  and  some  shortness  of  breath. 
She  had  been  seen  in  the  emergency  room  re- 
peatedly since  1969  because  of  persistent  pain 
over  the  left  shoulder,  thought  to  be  arthritic 
in  nature. 

In  April  1968  she  had  a parathyroidectomy 
for  a parathyroid  adenoma.  She  was  followed 
as  an  outpatient  and  periodic  determinations  of 
serum  calcium  levels  at  each  appointment  were 
always  normal.  Additional  past  history  included 
subtotal  gastrectomy  for  peptic  ulcer  (1963), 
cholecystectomy  ( 1965 ) , herniorrhaphy  and  hem- 
orrhoidectomy ( 1965 ) and  removal  of  a rectal 
polyp  in  1965.  At  the  time  of  admission  she  had 
been  taking  Digoxin,  0.25  milligrams  daily  and 
Hydrochlorothiazide  for  control  of  her  heart 
failure. 

The  initial  physical  examination  revealed  a 
patient  in  very  minimal  respiratory  distress,  con- 
scious and  cooperative.  Vital  signs:  BP  150/96, 
temperature  100,  respiration  24,  pulse  112  and 
regular.  The  patient  was  well  hydrated,  there 
was  no  jugular  venous  distention  or  intercostal 
retractions,  but  bilateral  basilar  crepitant  rales 
were  heard  over  the  lung  fields.  A fourth  heart 
sound  was  detected  at  the  left  lateral  sternal 
border  as  well  as  a soft  systolic  murmur,  grade 
I-II/VI  over  the  mitral  area.  No  hepatomegaly 
or  peripheral  edema  was  found  and  the  rest  of 
the  physical  examination  was  considered  to  be 
within  normal  limits. 

Initial  laboratory  tests  revealed  hemoglobin  9.6 
grams,  hematocrit  27,  sedimentation  rate  28, 
WBC  of  6400,  normal  differential  and  platelets 
were  adequate.  Blood  urea  nitrogen  was  23, 
creatnine  1.6,  uric  acid  15.6  milligrams  percent, 
phosphorus  5.1,  alkaline  phosphatase  1.5,  elec- 
trolytes were  normal.  Urinalysis:  pH  5.0,  specific 
gravity  1.013,  occasional  RBC,  innumerable 
WBC,  numerous  bacteria  and  1+  albumin.  Cul- 
ture of  urine  yielded  more  than  100,000  colonies 
of  E.  coli. 

Chest  x-ray  showed  minimal  generalized  car- 
diac enlargement  but  no  other  findings  consis- 
tent with  an  active  process.  Skull  x-rays  re- 
vealed multiple  radiolucent  areas.  X-rays  of  the 
left  shoulder  were  negative.  Initial  bone  mar- 
row aspiration  was  reported  as  “dry  tap”  and 
the  patient  refused  biopsy.  Serum  protein  elec- 
trophoresis showed  a narrow  and  greatly  ele- 
vated spike  in  the  gamma  globulin  region  and 
the  immunoelectrophoresis  revealed  the  eleva- 
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tion  to  be  Ig  A Kappa  type.  Plasma  viscosity  was 
2.8  (normal  1.4-1. 8)  and  Bence-Jones  protein,  as 
well  as  cryoglobulins  were  both  negative. 

Therapy  was  started  with  Melphalan  4 mg/ 
day  and  she  was  continued  on  Digoxin  and 
Hydrochlorothiazide,  and  Allopurinol  was  add- 
ed to  the  regimen.  She  was  also  started  on  Ery- 
thromycin, 500  mg/6  hours,  orally  and  became 
afebrile  48  hours  after. 

Twenty-seven  days  after  admission  she  spiked 
a rectal  temperature  of  105°.  Chest  x-rays  taken 
the  same  day  revealed  a pneumonic  process  in 
left  lung.  Sputum  cultures  revealed  proteus 
organisms,  and  repeated  blood  cultures  were 
negative.  Repeat  urinalysis  showed  persistent 
growth  of  more  than  100,000  colonies  of  E.  coli. 
BUN  was  24  milligrams  percent,  serum  creati- 
nine 1.4  milligram  percent,  normal  electrolytes, 
uric  acid  9.0  milligrams  percent,  serum  calcium 
10  milligram  percent,  phosphorus  4.2  milligram 
percent. 

The  patient  was  started  on  Gentamicin,  40 
milligrams  t.i.d.  and  Cephaloridine,  1 gram  q.  6 
hours.  She  became  afebrile  during  the  next  48 
hours  and  both  medicines  were  discontinued 
three  days  later. 

The  patient  subsequently  became  oliguric. 
Blood  urea  nitrogen  rose  to  75  milligrams  per- 
cent and  later  134  milligrams  percent.  The  ser- 
um creatinine  was  8.4  milligrams  percent.  Man- 
nitol infusion  resulted  in  no  increase  of  urine 
output.  Peritoneal  dialysis  was  started  and  the 
blood  urea  nitrogen  fell  to  29  milligrams  percent. 
Pre-dialysis  the  patient  was  stuporous;  post  dialy- 
sis her  mental  condition  had  dramatically  im- 
proved. Subsequently  the  oliguria  receded  and 
the  urine  output  increased  up  to  1852  ml/day. 
The  serum  creatinine,  several  days  later  was  5.4 
milligrams  percent  and  the  creatinine  clearance 
was  9 ml/minute. 

DISCUSSION 

In  1954  Bartels1  reported  a case  of  a patient 
that  developed  acute  renal  failure  immediately 
after  an  intravenous  pyelogram  was  performed. 
The  patient  died  on  the  40th  day  after  unsuc- 
cessful hemodialysis.  The  diagnosis  of  multiple 
myeloma  was  made  at  post  mortem  examination. 
Since  that  time  more  than  35  such  cases  had 
been  reported,  and  in  the  majority  of  them  de- 
hydration has  been  almost  invariably  considered 
the  precipitating  factor.  In  the  22  cases  reviewed 
by  Rees  and  Waugh2  including  one  of  their  own, 
just  two  of  them  were  not  related  to  dehydra- 


tion, and  in  11  cases  an  intravenous  pyelogram 
had  been  previously  performed.  Four  patients 
from  39  patients  with  multiple  myeloma  sub- 
jected to  intravenous  pyelogram  at  the  Cleve- 
land Clinic  during  the  years  of  1940- 19593  devel- 
oped acute  renal  failure,  and  in  two  of  them  it 
followed  the  retrograde  pyelogram.  On  the  con- 
trary, 7 patients  with  Bence  Jones  proteinuria 
and  evidence  of  renal  involvement  tolerated  the 
IVP  with  no  incident. 

Morgan  and  Hammack4  in  a retrospective 
study  of  480  patients  with  multiple  myeloma 
reported  123  who  had  intravenous  pyelography 
resulting  in  no  renal  failure,  and  they  concluded 
that  the  risk  of  intravenous  pyelography  was  not 
increased  in  patients  with  multiple  myeloma. 
Lasser,  Lang  and  Zawadzki5  failed  to  show  in 
vitro  precipitate  formation  with  the  contrast 
media  currently  in  use  for  IVP  ( diatrizoates  and 
Iothalmates)  but  in  all  the  reported  cases  of 
multiple  myeloma  with  acute  renal  failure  the 
contrast  materials  used  had  been  either  lodo- 
pyracet  or  sodium  acetrozoate;  these  as  well  as 
meglumine  iodipamide  are  capable  of  produc- 
ing in  vitro  precipitates  in  the  urine  of  patients 
with  multiple  myeloma  at  pH  range  of  4.5  to 
5.5.  They  have  concluded  that  “since  the  de- 
hydration utilized  in  the  preparation  of  patients 
for  intravenous  pyelography  will  tend  to  opti- 
mize the  circumstances  for  preciptation  of  the 
abnormal  urine  proteins,  it  would  seem  reason- 
able to  suggest  that  patients  with  myeloma 
should  not  be  prepared  for  the  examination  by 
dehydration.”  Recently,  the  uricosuric  effect 
of  the  more  commonly  used  contrast  materials 
has  been  reported  by  Postlethwaite  and  Kelley6 
and  this  could  be  a contributing  factor  for  the 
development  of  acute  renal  failure  even  in  the 
absence  of  protein  precipitate. 

In  our  cases  intravenous  pyelography  was  not 
done,  and  it  was  not  until  the  full  blown  picture 
of  acute  renal  failure  was  present  that  the  retro- 
grade pyelogram  was  performed  in  the  first 
patient  here  reported. 

Pneumonia  and  subsequent  dehydration  can 
also  be  important  contributing  factors  in  the 
development  of  acute  renal  failure  in  patients 
with  multiple  myeloma.  Twenty-eight  of  the 
fifty-one  patients  with  multiple  myeloma  re- 
viewed by  Glenchur,  Zinneman  and  Waidell7 
experienced  a total  of  76  episodes  of  pneumonia. 
The  susceptibility  of  these  patients  to  pneumonia 
has  been  already  discussed  by  Smith.8 
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In  the  patients  herein  described,  both  dehy- 
dration and  pneumonia  were  present.  The  high 
level  of  uric  acid,  27  mg.%  as  well  as  hypercal- 
cemia, 13  mg.%  were  considered  to  be  deter- 
mining factors  in  the  precipitation  of  the  acute 
renal  failure  in  the  first  case.  In  the  second  case 
the  nephrotoxic  effect  of  the  medicines  being 
administered  at  that  time  (Gentamicin  and 
Cephaloridine ) were  considered  to  be  respon- 
sible in  part  for  the  development  of  the  acute 
renal  failure. 

With  the  exception  of  the  case  of  Bartels* 1  and 
the  one  recently  reported  by  Kjeldsberg  and 
Holman9,  normal  renal  function  has  not  been 
demonstrated  prior  to  the  appearance  of  renal 
failure.  In  our  first  patient,  the  initial  BUN  was 
27  mg.%  and  even  though  no  further  evaluation 
of  kidney  function  was  done  before  the  develop- 
ment of  the  acute  renal  failure,  the  demonstra- 
tion of  a normal  BUN  18  mg.%,  serum  creati- 
nine 0.8  and  creatinine  clearance  66  ml/minute 
after  the  patient  was  dialyzed  and  was  recover- 
ing, allowed  us  to  state  that  in  all  probability 
previous  kidney  function  had  been  good. 

In  the  second  case  normal  kidney  function 
was  demonstrated  on  admission  to  the  hospital 
and  shortly  before  the  appearance  of  the  acute 
renal  failure. 

In  1953  Cosgrove,  Kenneth  and  LaTourette10 
reported  a case  that  resembles  the  second  case 
presented,  with  the  exception  that  theirs  had 
persistent  hypercalcemia  postoperatively  and  it 
was  not  until  13  months  later  that  the  diagnosis 
of  multiple  myeloma  was  clarified;  at  autopsy, 
hyperplasia  of  the  remaining  parathyroid  glands 
was  found  and  the  initial  diagnosis  of  primary 
hyperparathyroidism  was  discarded.  In  our  pa- 
tient, hypercalcemia  disappeared  after  removal 
of  the  parathyroid  adenoma.  Although  the  initial 
serum  calcium  was  slightly  elevated,  11.2  mg.% 
and  the  possibility  of  a recurrent  adenoma  or 
hyperplasia  was  considered,  this  was  later  ex- 
cluded at  autopsy. 

Peritoneal  dialysis  has  been  used  successfully 
in  just  three  cases  of  multiple  myeloma  compli- 
cated by  acute  renal  failure11’ 12' 13  and  one  case 
treated  with  hemodialysis  has  been  reported  by 
Funck-Brentano.14  We  are  herewith  submitting 
two  more  cases  in  order  to  emphasize  a more 
aggressive  therapy.  In  both  cases  the  dialysis 
was  successfully  carried  out  with  no  complica- 
tions. 

Table  I shows  the  chemical  values  of  renal 


function  on  admission,  immediately  pre-dialysis 
and  post  dialysis,  and  it  is  apparent  that  Case  1 
had  good  recovery  of  renal  function.  Case  2 had 
restoration  of  renal  function  but  died  shortly 
thereafter  and  subsequent  follow  up  of  her  renal 
status  was  not  possible. 

SUMMARY 

Two  cases  of  documented  multiple  myeloma 
developed  acute  renal  failure  and  subsequently 
underwent  peritoneal  dialysis.  One  case  had 
what  might  be  considered  to  be  a full  recovery 
of  renal  function  and  the  second  appeared  to 
have  been  improving.  A review  of  the  literature 
reveals  numerous  causes  of  acute  renal  failure 
but  very  few  reported  cases  treated  by  peritoneal 
dialysis.  These  cases  are  presented  to  emphasize 
that  acut  erenal  failure  is  reversible  in  these 


patients. 

The  diagnosis  of  multiple  myeloma  may  not 
be  a contraindication  to  aggressive  therapy  when 


acute  renal  failure  does 

occur. 

Case  1 

Table  I 

Admission  Pre-dialysis 

Post-dialysis 

BUN 

27  mg.% 

156  mg.% 

18  mg.% 

Creatinine 

7.2  mg.% 

0.8  mg.% 

Creatinine 

Clearance 

66  ml, /min. 

Uric  Acid 

* 

27.5  mg.% 

4.4  mg.% 

Case  2 
BUN 

23  mg.% 

134  mg.% 

29  mg.% 

Creatinine 

1.6  mg.% 

8.4  mg.% 

5.4  mg.% 

Creatinine 

Clearance 

9 ml. /min. 

Uric  Acid 

15.6  mg.% 

10.4  mg.% 

3.4  mg.% 

°SMA  12  too 

high  to  read 
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WAS  IT  HOT? 


wngsg . tan 


THE  ACCURACY  OF  DIAGNOSIS  OF 
APPENDICITIS  IN  A SMALL  HOSPITAL 


C.  HERBERT  FREDELL,  M.D. 

Appendectomy  for  presumed  acute  appendi- 
citis is  one  of  the  more  common  operations  per- 
formed in  a small  hospital.  This  procedure  has 
been  scrutinized  by  surgical  audit  committees  in 
the  past  as  a yardstick  to  evaluate  surgical  judg- 
ment and  care.  Since  the  procedure  is  performed 
by  surgeons  of  varying  skill  and  competence  it 
has  become  a good  cross-section  view  of  one 
phase  of  care  being  given  in  the  hospital. 

Often  following  completion  of  an  appendec- 
tomy for  presumed  appendicitis,  the  query  by 
the  person  not  directly  involved  with  the  patient 
is,  “Was  it  hot?”  Hospital  personnel,  curious 
physicians,  and  relatives  of  the  patient  have  all 
become  accustomed  to  using  this  expression  as 
the  sine  quo  non  for  the  necessity  of  the  opera- 
tion, and,  to  a lesser  degree,  the  judgment  of  the 
surgeon.  This  short  inquiry  reflects  the  less 
strenuous  route  of  thinking  which  has  become 
commonplace  among  those  who  do  not  pause 
long  enough  to  reflect  upon  the  more  accurate 
initial  consideration,  “Was  it  indicated  and  was 
it  justified?”  If  this  was  the  first  thought  and 
query,  it  would  then  be  logical  to  follow  it  with 
the  question  about  the  temperature  of  the  sur- 
gical specimen. 

At  a time  when  public  interest  in  health  care 
and  its  many  ramifications  has  never  been  great- 


er, it  is  not  surprising  to  find  a “shortcut”  atti- 
tude toward  a particular  medical  problem.  Med- 
ical problems  are  often  complex  and  require 
diligent  and  talented  efforts  to  solve  them.  Phy- 
sicians and  laity  alike  find  the  less  demanding 
ways  of  thinking  and  reaching  solutions  more 
attractive  to  use.  The  “shortcut”  attitude  follow- 
ing an  appendectomy  for  presumed  acute  ap- 
pendicitis has  arisen  in  a subtle  and  casual  man- 
ner, and  is  probably  just  one  more  manifestation 
of  the  general  thinking  relating  to  medical 
problems. 

Moderate  pressure  has  been  placed  upon  phy- 
sicians to  decrease  unnecessary  hospitalization 
and  to  decrease  the  unnecessary  diagnostic  and 
therapeutic  procedures  in  the  hospital.  Unneces- 
sary surgical  procedures  have  Teen  a source  of 
concern  among  surgeons  for  decades.  It  has  now 
become  a more  public  concern  and  has  been 
evaluated  from  Mr.  Ralph  Nader  to  the  police- 
man on  the  comer.  This  makes  it  more  important 
than  ever  before  that  a correct  reflection  of  the 
indication  and  justification  for  a given  operative 
procedure  be  granted  precedence  in  the  think- 
ing and  speech  of  physicians.  While  the  nature 
of  the  surgical  specimen  indeed  is  important,  it 
should  not  be  the  primary  consideration. 

Recently,  a renewed  interest  and  emphasis 
has  arisen  concerning  peer  review  and  its  im- 
portance in  the  hospital  practice  of  surgery.  At 
the  Flagstaff  Community  Hospital,  a form  of 
peer  review  in  a surgical  audit  committee  has 
been  effectively  functioning  for  over  16  years. 
One  of  the  ongoing  projects  of  this  committee 
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has  been  the  analysis  of  appendectomy  for  pre- 
sumed appendicitis.  This  report  contains  one 
phase  of  that  project;  the  diagnostic  accuracy 
of  surgeons  performing  appendectomy  for  ap- 
pendicitis. 

MATERIALS 

All  cases  of  presumed  acute  appendicitis  prior 
to  surgery  were  analyzed  from  January  1,  1963, 
to  January  1,  1972.  A previous  report  dealing 
with  a period  from  July  1,  1958,  to  January  1, 
1963,  has  been  reported  by  the  author,5  and  is 
included  for  comparison  purposes. 

The  Flagstaff  Hospital  is  a small,  general, 
acute  care,  short-stay  hospital  which  has  grown 
from  53  beds  to  110  beds  during  the  period  of 
this  study.  The  community  has  grown  from 
20,000  to  27,000  during  this  same  period  of  time. 
The  hospital  employed  a full-time  pathologist 
in  residence  and  made  significant  improvements 
in  the  facility  for  the  Department  of  Surgery 
during  this  period. 

Accurate  statistics  were  possible  through  the 
use  of  the  operating  room  register,  the  medical 
records  department,  and  the  follow-up  informa- 
tion obtained  from  infection  committee  follow- 
up reports  from  the  surgeons’  office. 

Within  the  period  of  this  study,  468  cases 
were  analyzed.  There  were  no  postoperative 
deaths  among  these  cases. 

The  diagnostic  accuracy  of  the  surgeons  has 
been  studied  on  a year-to-year  basis  (Table  1). 
The  accuracy  of  diagnosis  is  also  compared  with 
the  incidence  of  acute  appendicitis  with  gan- 
grene or  perforation. 

Postoperative  complications  following  appen- 
dectomy for  acute  appendicitis  as  well  as  those 
cases  in  which  appendicitis  was  not  found  are 
itemized  (Table  2).  The  number  of  complications 
following  removal  of  a gangrenous  or  perforated 
appendix  are  significantly  higher  than  the  other 
group  of  cases. 

The  cases  in  which  acute  appendicitis  was  not 
found  remain  a source  of  continuing  concern 
(Table  3).  The  higher  incidence  of  diagnostic 
error  remains  in  the  young  female  patient  and 
in  children.  The  female  reproductive  tract  is 
the  site  most  involved  in  the  masquerade  of 
diagnosis.  There  are  still  a significant  number 
of  cases  in  which  the  cause  of  symptoms  was 
not  clarified  by  the  operation.  It  is  this  group 
of  cases  which  requires  careful  follow-up  study 
and  examinations  by  the  surgeon  who  must  con- 
tinue to  pursue  a diagnosis. 


Table  1 

The  Accuracy  of  Diagnosis  of  Acute  Appendicitis 
in  a Small  Hospital 

1958  to  1963  1963  to  1972 


Number  of  Cases  Preoperative 
Diagnosis  of  Acute 
Appendicitis 

Postoperative  Diagnosis  of 
Acute  Appendicitis 
Acute  Appendicitis  with 
Perforation  or  Gangrene 
Postoperative  Diagnosis 
Not  Appendicitis 


233 

181  (77.6%) 
47(26%) 
52 


468 

374(79.4%) 

106(22.6%) 

94 


Table  2 

The  Accuracy  of  Diagnosis  of  Acute  Appendicitis 
in  a Small  Hospital 

Complications  Following  Appendectomy 
Flagstaff  Hospital  1963  to  1972 


Appendix 

Perforated 

Normal 

Suppurative 

or  Gangrem 

Wound  Infection  1 

8 

12 

Intraperitoneal  Abscess 

1 

1 

Wound  Disruption 

1 

Small  Bowel  Obstruction 

1 

Hypokalemia 

1 

Septicemia 

1 

Table  3 

The  Accuracy  of  Diagnosis  of  Acute  Appendicitis 
in  a Small  Hospital 
Flagstaff  Hospital  1963  to  1972 

Postoperative  Diagnosis  in  Cases  Where  No 
Appendicitis  was  Found 

94  Cases 


1.  Abdominal  Pain  Cause  Undetermined  22 

2.  Acute  Mesenteric  Adenitis  21 

3.  Ovarian  Hemorrhage  14 

4.  Acute  Salpingitis  13 

5.  Acute  Enteritis  8 

6.  Omental  Torsion  and  Gangrene  4 

7.  Acute  Pyelitis  or  Cystitis  3 

8.  Porphyria  2 

9.  Peritonitis  Site  Undetermined  2 

10.  Strangulated  Appendices  Epiploica  1 

11.  Intussusception  — Ileocolic  1 

12.  Acute  Diverticulitis  Sigmoid  Colon  1 

13.  Enterobius  Vermicularis  Infestation  1 

14.  Peritoneal  Cyst  1 


No  attempt  has  been  made  to  relate  the  age, 
sex,  symptoms,  physical  findings,  laboratory 
tests  and  consultations  to  the  final  postoperative 
diagnosis  in  this  particular  paper.  All  of  these 
do  enter  into  the  primary  consideration  of  indi- 
cation and  justification  which  a surgical  audit 
committee  must  establish  for  each  case.  Obv- 
iously the  presence  of  diseased  tissue  described 
by  the  pathologist  is  sufficient  indication  and 
justification  for  many  types  of  surgical  proce- 
dures. 

DISCUSSION 

Appendicitis  has  become  a well  known  entity 
since  Fitz  described  it  in  1886.  Paradoxically, 
recent  surgical  literature  contains  only  papers 
relating  to  the  unusual  manifestations  of  the 
disease,  or  problems  relating  to  particular  age 
groups.  The  commonplace  nature  of  the  disease 
has  worn  some  of  the  lustre  of  interest  from 
the  problem  in  the  minds  of  many  physicians. 
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This  is  one  of  the  factors  relating  to  the  com- 
mon “Was  it  hot?”  attitude  toward  the  disease. 

Appendicitis  afflicts  all  age  groups  and  is 
more  often  seen  among  males  compared  to  fe- 
males. An  increasing  incidence  is  found  among 
older  patients,  yet  there  is  a declining  incidence 
in  the  overall  population.1, 2' 10, 12  The  mortality 
from  this  disease  has  declined  to  0.9%  in 
1964.9, 7' 11 

The  majority  of  fatalities  occur  among  the 
elderly  and  very  young.  Elderly  persons  with 
gangrene  or  perforation  have  ten  times  as  many 
postoperative  deaths  than  the  overall  group  of 
patients.4, 10, 12  While  the  very  young  have  a high 
incidence  of  perforation,  the  current  mortality 
in  that  group  is  acceptably  low.2 

The  morbidity  of  appendicitis  has  consistently 
been  related  to  those  patients  who  have  had 
peritonitis  associated  with  their  disease.6, 7* 11 
Both  mortality  and  morbidity  have  declined 
steadily  during  the  past  decade.  This  may  be 
attributed  to  availability  and  use  of  antimicro- 
bial agents  as  well  as  the  improved  general  pre- 
operative and  postoperative  care.7' 12  Early  op- 
erative intervention  remains  one  of  the  corner- 
stones of  therapy  which  has  contributed  to  the 
improving  results  of  appendectomy  for  acute 
appendicitis. 

Early  operative  intervention  is  synonymous 
with  early  accurate  diagnosis.  In  a 1967  Profes- 
sional Activity  Study  oy  Wiles* 1  the  accuracy  of 
preoperative  diagnosis  within  a nation-wide  an- 
alysis was  67%.  He  further  noted  that  accuracy 
above  78  to  80%  based  solely  on  clinical  find- 
ings cannot  be  achieved  without  undue  risk  to 
the  patient. 

The  author  noted5  that  Martin  found  86% 
diseased  appendices  found  by  pathological  ex- 
amination among  1987  consecutive  cases  that 
were  believed  to  have  acute  appendicitis  prior 
to  appendectomy.  These  were  not  all  acutely 
inflamed  appendices  however.  In  another  series 
of  cases,  Stephenson  and  Snoddy  found  that 
69.4%  of  1927  appendices  removed  for  appendi- 
citis had  acute  appendicitis  by  pathological  ex- 
amination. Ross  found  an  incidence  of  76.5% 
acutely  inflamed  appendices  among  his  series 
of  353  cases  studied  in  a small  hospital  setting. 

Together  with  our  concern  about  the  accuracy 
of  diagnosis  must  be  a simultaneous  considera- 
tion of  the  incidence  of  perforation  or  gangrene 
of  the  appendix.  It  has  ranged  from  25  to  30% 
in  recent  reports.4  ,n  Chambers4  noted  an  inci- 


dence of  21%  perforation  and  gangrene  con- 
trasted with  a diagnostic  accuracy  rate  of  74.3% 
among  280  consecutive  cases.  A higher  incidence 
of  perforation  and  gangrene  is  seen  among  the 
aged10’ 12  and  the  very  young.2, 5 Bartlett  et  al 
reported  82%  of  40  patients  under  2 years  of 
age  to  have  ruptured  or  abscessed  appendices. 
CONCLUSIONS 

1.  The  fallacy  of  initially  regarding  diagnostic 
accuracy  in  cases  of  suspected  acute  appendicitis 
only  on  a “Was  it  hot?”  basis  has  been  discussed. 
The  importance  of  the  primary  consideration 
being  “Was  it  indicated  and  justified”  has  been 
emphasized. 

2.  The  diagnostic  accuracy  of  the  surgeon 
operating  for  presumed  acute  appendicitis  has 
been  studied  in  the  Flagstaff  Community  Hos- 
pital since  July  1,  1957.  This  report  deals  with 
the  period  from  January  1,  1963,  to  January  1, 
1972.  A total  of  468  cases  has  been  analyzed. 

3.  There  has  been  no  postoperative  mortality 
among  these  cases  analyzed  during  the  period 
of  this  study.  In  addition,  there  has  been  no 
mortality  during  the  preceding  period  of  study 
(1958-1963). 

4.  The  diagnostic  accuracy  of  acute  appendi- 
citis among  468  cases  of  suspected  appendicitis 
has  been  79.4%. 

5.  The  incidence  of  perforation  or  gangrene 
has  ben  22.6%  of  total  cases  and  28.3%  of  those 
cases  with  acute  appendicitis  disease. 

6.  There  were  27  cases  with  major  complica- 
tions requiring  more  than  the  usual  amount  of 
care  and  hospital  stay.  Seventeen  of  these  oc- 
curred among  the  106  cases  of  acute  appendi- 
citis with  perforation  or  gangrene. 
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HERBERT  L.  STAHNKE,  Ph.D 


ARIZONA'S  LETHAL  SCORPION 


Arizona  has  only  one  species  of  scorpion  whose 
venom  is  potentially  lethal,  i.e.  Centruroides 
sculpturatus  Ewing.  This  is  the  conclusion  reach- 
ed (Stahnke  1971 0 ) after  a very  thorough  study. 
We  know  now  that  C.  sculpturatus  exists  in  a 
primarily  yellowish  concolorous  phase  plus  three 
color  phases  bearing  varying  intensities  of  fus- 
cous stripes  along  the  trunk  dorsum.  The  striped 
phases  were  formerly  referred  to  as  Centruroides 
gertschi  Stahnke.  Thus  for  the  Arizona  physi- 
cian the  identification  of  the  potentially  lethal 
species  is  greatly  simplified.  In  Arizona , any 
very  slender  scorpion  ( fig.  1 ) that  bears  a small 
spine  or  tubercle  at  the  base  of  the  stinger  (the 
subaculear  tooth  or  tubercle)  (fig.  2)  belongs 
to  the  species  C.  sculpturatus.  This  species  has 
been  found  in  every  county  of  the  state  and 
ranging  in  elevation  from  140-7,000  ft.  with 


Reprints  of  this  study  are  available  from  the  Poisonous 
Animals  Research  Laboratory,  Arizona  State  University,  Tempe, 
Az. 

°°From  the  records  of  the  Arizona  Department  of  Public 
Health.  Data  available  only  for  1929-30.  Ten-year  census 
figures  used  for  population. 


apparently  the  greatest  population  existing  at 
elevations  from  1000-3500  ft. 

Centruroides  sculpturatus  was  at  one  time 
the  number  one  killer  among  Arizona’s  venom- 
ous animals.  The  consequent  mortality  data  from 
1930-1970,**  compared  to  Arizona’s  growth  in 
population,  is  quite  interesting  (fig.  3).  From 
1940-1970  there  was  a 3.5  fold  increase  in  the 
state  population.  Since  the  lethal  species  of  scor- 
pion is  a frequent  inhabitant  of  human  dwell- 
ings — much  more  so  than  the  other  species  — 
it  is  reasonable  to  assume  an  increase  in  human 
contact  with  a consequent  increase  in  mortality. 

The  statisitics,  however,  indicate  a 3+  fold 
decrease  in  deaths  from  scorpion  sting.  Exam- 
ination of  the  detailed  data  indicates  that  from 
1950  to  1971,  the  range  has  been  0 to  2 deaths 
per  year,  with  an  average  of  0.35.  During  14  of 
these  21  years,  there  were  no  deaths  from  scor- 
pion sting.  The  few  deaths  that  have  occurred 
are  children  living  in  remote  areas  away  from 
medical  assistance. 
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Fig.  1.  Female  and  male. 


The  decrease  in  mortality  can  be  attributed 
primarily  to  two  things:  Good  scorpion  control 
and  eradication,  something  that  was  not  avail- 
able before  1946,  and  improved  therapeutic 
practices. 

By  the  end  of  1946  the  problem  of  scorpion 
control  and  eradication  had  been  solved  through: 
1.  Cultural  techniques,  2.  biological  methods, 
3.  mechanical  devices,  and  4.  chemical  means. 
For  chemical  control,  an  insecticide  was  formu- 
lated to  eradicate  scorpions  from  human  dwell- 
ings. All  of  these  results  were  published  in  sev- 
eral editions  of  a “Scorpion  booklet,”  the  first 
appearing  under  the  copyright  date  of  July  1948 
and  the  third  edition  in  1956.  Over  10,000  copies 
of  this  booklet  were  distributed.  Other  avenues 
of  communication  such  as  telephone  inquiries, 
special  TV  series,  radio  and  newspaper  were 
used  to  inform  the  general  public. 

By  1947  three  therapeutic  approaches  had 
been  suggested:  (1)  Cryotherapy,  a first-aid 

technique,  (2)  An  anti-venin,  (3)  Chemothera- 
peutic agents. 

Cryotherapy  was  successful  only  in  those 
cases  where  iced-water  was  used  literally  within 
five  minutes  (Stahnke  1965).  It  was  difficult  to 
make  people  understand  that  low  temperature 
per  se  did  not  effect  the  chemical  nature  of  the 


Fig.  2.  Telsom  of  juvenile  and  adult  C.  seulpturatus. 
Arrows  indicate  subaeulear  projection. 
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1929-30  31-40  41-50  51-60  61-70 

Fig.  3.  Arizona  Population  Growth  vs.  Deaths  from 
Venomization.  (Courtesy  Arizona  State  Department  of 
Health). 
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venom  but  merely  slowed  down  the  absorption 
so  that  the  natural  defenses  of  the  body  could 
neutralize  the  toxin.  We  learned,  likewise,  that 
the  laymen  frequently  considered  10-20  minutes 
as  an  “immediate  application”  of  cryotherapy. 
Nevertheless,  cryotherapy  did  have  its  impact 
upon  lessening  the  serious  consequences  of  the 
venom. 

An  anti-venin,  using  the  rabbit  as  a host,  had 
been  developed  by  1947.  It  was  in  the  liquid 
state  and  used  in  local  hospitals  with  a high 
degree  of  success.  However,  in  the  high  temper- 
ature scorpion  season  of  July  and  August,  the 
liquid  serum  could  not  be  mailed  to  other  parts 
of  the  state  and  the  laboratory  lacked  equipment 
to  produce  a lyophilized  product. 

In  order  to  determine  the  extent  of  the  need 
for  an  anti-venin,  a questionnaire  was  sent  in 
1950  (Stahnke  1950)  to  all  Arizona  MDs,  which, 
at  that  time,  totalled  508.  An  86%  return  was 
realized  with  65%*  indicating  that  their  practice 
included  “scorpion  sting  cases”  and  68%  indi- 
cated a need  for  an  anti-venin.  The  65%  report- 
ed treating  1553  cases,  during  a ten-month  pe- 
riod. Additional  data,  provided  for  some  of  the 
cases,  indicated  that  of  these: 

( 1 ) 229  were  hospitalized 

( 2 ) 189  were  in  a convulsive  state 

(3)  553  had  a definite  swelling  at  the  site  of 
the  sting 

(4)  214  developed  ecchymosis  at  the  site  of 
the  sting 

(5)  151  displayed  allergic  symptoms. 

From  both  clinical  and  research  experience 
we  could  state,  with  a high  degree  of  accuracy 
that  the  patients  in  categories  (3),  (4)  and  (5) 
were  not  stung  by  lethal  scorpions.  In  other 
words,  in  a ten-month  period  there  were  some- 
what over  400  cases  that  could  have  benefitted 
by  anti-venin. 

The  respondent  physicians  requested  585 
therapeutic  doses. 

The  results  of  this  questionnaire  indicated  that 
our  equipment  and  operating  funds  were  not 
adequate  to  produce  the  amount  and  state  of 
anti-venin  required.  In  June  1951,  through  the 
leadership  of  the  Tucson  Daily  Citizen,  the 
community  of  Tucson  made  a gift  of  $4,500.00 
to  the  PARL.  This  enabled  us  to  get  the  neces- 
sary equipment  to  supply  the  state  with  a 
lyophilized  anti-venin. 

°In  the  early  1950s,  all  physicians  indicating  that  their 
practice  included  scorpion  sting  cases,  were  sent  a specimen  of 
C.  sculpturatus  embedded  in  plastic. 


The  first  lyophilized  anti-vening  was  a cat- 
serum.  This  host  was  selected  on  the  basis  of 
economy  and  good  immune  response.  Only  cats 
in  excellent  health,  immunized  and  held  in  quar- 
antine for  three  weeks  were  used.  Since  1965  the 
goat  has  been  used  as  the  host  animal. 

In  order  to  make  the  anti-venin  available  to 
all  physicians  at  anytime  and  to  economize  in 
its  production,  anti-venin  depots  have  been  set 
up  in  100  communities  of  the  state.  These  were 
established  at  the  request  of  some  member  of 
the  medical  community.  Only  Apache  and  Santa 
Cruz  counties  have  not  requested  a depot.  Co- 
chise has  10,  Maricopa  38,  Pima  10  and  Pinal  13. 

Throughout  the  18  years  of  anti-venin  use, 
only  two  patients  succumbed  that  received  the 
anti-venin: 

Case  No.  1:  An  eighteen-month-old  female. 
Recovering  from  severe  diarrhea.  Child  was 
sleeping  on  floor  of  jail  with  intoxicated  mother 
when  stung.  Received  only  2 ml  (instead  of  3 
ml)  of  anti-venin  plus  300  mg  of  Na  Amytal. 

Case  No.  2:  Ten  months,  female,  24  lbs.  Treat- 
ed by  two  different  physicians.  The  first  physi- 
cian administered  2 grains  Na  Luminal  and  50 
mg  Demerol®  about  70  minutes  after  scorpion 
sting.  Second  physician  gave  3 ml  anti-venin 
about  five  minutes  before  child  expired. 

In  a number  of  cases,  where  the  patient  was 
given  50  mg  of  Demerol®  a second  vial  of  anti- 
venin  had  to  be  administered. 

Our  first  suspicion  that  chemotherapeutic 
agents  might  be  intensifying  the  scorpion  prob- 
lem was  published  in  1939  (Kent  and  Stahnke). 
At  that  time  it  was  pointed  out  that  morphine 
seemed  to  be  contra-indicated  and  that  barbit- 
urates were  highly  desirable.  After  the  PARL 
was  established  in  the  early  1940s,  controlled 
laboratory  experiments  confirmed  the  above  ob- 
servations. In  fact  it  was  shown  (Stahnke  1964) 
that  morphine,  demerol,  dilaudid,  and  codeine 
increased  the  venom  toxicity  anywhere  from  1.3 
to  7.1  times.*  Later  (Stahnke  1967,  1972)  paral- 
dehyde, thorazine  and  valium  were  also  indicted. 

On  the  other  side  of  the  problem,  research 
indicated  that  D.H.E.-45  and  Bellafoline  (Stahn- 
ke 1957)  decreased  the  venom  toxicity  and  that 
barbiturates  and  xylocaine  did  not  modify  the 
venom  toxicity. 

DIAGNOSIS 

Symptoms  are  invariably  more  pronounced  in 

°In  this  drug  abuse  era  it  is  worthy  of  note  that  only  %LD50 
of  C.  sculpturatus  venom  increased  the  toxcity  of  morphine  9.4. 
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children.  Stings  by  C.  sculpturatus,  unless  treat- 
ed at  once  are  generally  fatal  to  infants  under 
one  year  of  age.  They  are  extremely  dangerous 
to  older  children  and  have  proven  fatal  to  ad- 
ults suffering  from  hypertension. 

When  the  offending  scorpion  is  not  presented 
to  the  physician  a positive  diagnosis  can  be 
readily  made.  With  the  patient  looking  away, 
the  site  of  the  sting  is  finger-tapped  sharply. 
If  the  envenomization  was  caused  by  C.  sculp- 
turatus, the  patient  will  abruptly  withdraw  the 
stung  member  or  cry  out.  The  venom  of  C. 
sculpturatus  produces  pronounced  hyperesthesia 
at  the  site  of  the  sting.  Other  Arizona  venomous 
animals  do  not  produce  this  condition. 

At  the  site  of  the  sting  the  victim  at  once 
experiences  a tingling  to  a burning  sensation.  It 
may  be  extremely  painful  to  touch.  Such  hyper- 
esthesia may  linger  for  as  much  as  a week  to 
ten  days,  even  after  all  other  symptoms  have 
disappeared.0  If  stung  on  the  hand,  this  sen- 
sitivity will  travel  up  the  arm.  Pain  is  not  ex- 
perienced in  the  axial  lymph  nodes.  Pharyngeal 
spasms  and  a “thick  tongue”  sensation  will  be 
experienced.  The  child  patient  becomes  increas- 
ingly restless  and  will  not  be  still  even  an  instant. 
This  restlessness  increases  to  a degree  that  the 
child  becomes  entirely  unable  to  cooperate  with 
attendants.  In  acute  cases,  a chaotic  convulsive 
condition  sets  in.  There  may  be  flailing  of  the 
arms,  aimless  crawling,  grotesque  twisting  of  the 
trunk,  abdominal  rigidity,  throwing  back  of  the 
head  and  a staring  into  space.  There  may  be 
tonic  contractions  of  the  arms  and  legs.  The 
patient  may  experience  temporary  blindness  for 
six  to  eight  hours  and/or  experience  an  inability 
to  focus  the  eyes.  Simultaneously,  there  may 
be  excessive  drooling  of  oral  secretions,  which 
do  not  have  a pulmonary  origin.  Frequently, 
there  is  involnntary  micturation  and  defecation. 
Respiration  becomes  increasingly  difficult  and 
there  may  be  a wheezing,  especially  upon  in- 
spiration. The  temperature  may  reach  103- 
104°F.  During  the  later  stages  movements  be- 
come progressively  less  violent.  Just  before  death 
there  may  be  only  a few  light  spasms  or  only 
occasional  fibrilations.  Also  in  this  later  period 
the  extremities  and  the  lips  may  be  cyanotic. 
During  this  time  the  patient  generally  experi- 
ences extreme  hyperdistention  of  the  cardiac 
portion  of  the  stomach. 

In  some  cases  a distinct  rhythm  can  be  recog- 

°Most  generally  there  is  no  visual  indication,  either  in  the 
form  of  inflammation  or  swelling,  at  the  site  of  the  sting. 


nized  of  opisthotonus  alternating  with  empros- 
thotonus  convulsions.  In  laboratory  animals  such 
cases  invariably  recover.  However,  whenever  the 
convulsions  are  chaotic  the  case,  unless  treated, 
is  nearly  always  fatal. 

All  the  above  symptoms  become  so  marked 
that  the  child  apparently  dies  from  the  combina- 
tion of  dehydration  and  exhaustion. 

In  cases  that  recover,  the  acute  symptoms 
subside  in  12  hours  or  less.  In  the  adult,  symp- 
toms as  above  enumerated  may  be  encountered 
but,  as  a rule,  they  are  less  severe.  Some  patients 
complain  of  malaise  for  many  days  following 
the  sting;  those  that  experience  light  envenom- 
ization have  reported  an  euphoric  condition  the 
following  day.  Occasionally  a patient  will  devel- 
op tachyardia  of  several  weeks  duration. 

TREATMENT 

A small  child  suffering  from  severe  convul- 
sions induced  by  C.  sculpturatus  envenomization 
should  at  once  be  given  a long  acting  barbiturate 
to  the  point  of  complete  relaxation.  This  may 
require  an  heroic  dose.  The  late  Dr.  Strauch, 
pioneer  physician,  had  a rule  of  thumb  for 
individuals  in  severe  convulsions:  “Use  not  less 
than  4 grains  of  Na  phenobarbital  for  the  young- 
est child  and  add  a grain  for  each  year  of  life 
up  to  20  grains  for  adults.”  Complete  relaxation 
has  a three-fold  importance:  First,  to  prevent 
physical  exhaustion;  second,  to  prevent  stressing 
and  the  concomitant  increase  in  blood  epine- 
phrine. It  has  been  shown  (Stahnke  1965b)  that 
epinephrine  increases  the  toxicity  of  the  venom; 
third,  more  time  is  available  for  the  proper  ad- 
ministration of  the  anti-venin. 

The  anti-venin  can  be  given  either  IM  or  IV, 
after  proper  tests  for  sensitivity  have  been  given. 
The  anti-venin  is  more  effective  IV;  if  necessary 
it  can  be  greatly  diluted  and  given  by  the  drip 
method. 

It  is  unwise  to  use  any  chemotherapeutic 
agent  that  has  not  been  laboratory  tested.  Keep 
in  mind  that  the  venom  is  a complex  mixture 
of  about  16  protein  fractions  and  non-protein 
components.  Pharmaceutical  characteristics  are 
not  a safe  guide  for  the  selection  of  a therapeu- 
tic substance  in  the  treatment  of  any  type  of 
envenomization. 
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THANK  YOU  DOCTORS  GROBE  AND  HENDERSON 


When  the  1972  annual  meeting  of  the  Arizona 
Medical  Association  ended,  many  individuals 
could  be  credited  with  a successful  meeting  and 
a progressive  year.  The  Association  has  become 
increasingly  effective  and  useful  to  its  members 
as  well  as  to  the  public  because  of  this  broad- 
based  and  grass-root  participation.  Arizona 
Medicine  takes  this  opportunity  to  recognize 
and  thank  Drs.  James  L.  Grobe  and  Charles  E. 
Henderson  for  extraordinary  abilities  and  ex- 
ceptional services  to  the  doctors  of  Arizona. 

Jim  Grobe,  Family  Physician,  has  come  up 
through  the  ranks  of  medicine  and  has  just  com- 
pleted his  term  of  office  as  President  of  the 
Arizona  Medical  Association.  Previously  he  had 
served  as  President  of  Arizona  Blue  Shield  and 
he  now  steps  into  the  responsibility  of  President 
of  the  American  Academy  of  Family  Practice. 
Jim  has  unusual  executive  ability  and  his  genial 
sense  of  humor  is  a decided  element  in  his 
being  so  successful.  He  passes  the  executive 


role  now  to  capable  Dr.  John  Standifer  of  King- 
man  but  will  remain  on  the  ARMA  Board  of 
Directors  for  an  additional  year  as  Past  Presi- 
dent. 

Charlie  Henderson,  Family  Physician,  has  also 
been  and  is  active  in  organized  medicine.  He 
has  just  completed  a period  of  ten  years  with 
the  Board  of  Directors,  including  his  recent 
years  as  Speaker  of  the  House  of  Delegates. 
He  has  indeed  been  worthy  of  our  confidence 
and  has  conducted  the  meetings  of  the  Delegates 
in  a precise  and  unbiased  manner.  His  lovely 
wife  Nancy  has  also  served  the  Arizona  Medical 
Association  with  distinction,  retiring  this  year 
after  being  President  of  the  Women’s  Auxiliary 
in  1971-1972. 

Fortunately  for  medicine  there  will  be  others 
in  the  present  and  future  who  have  been  in  con- 
tact with  a Grobe  or  a Henderson  and  will 
emulate  them. 

John  R.  Green,  M.D. 
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DRUG  ABUSE  BY  THE  PHYSICIAN 


The  past  twenty  years  have  seen  a rapid  ad- 
vance of  therapy  in  medicine  characterized  by 
the  introduction  of  a large  number  of  highly 
effective  and  safe  pharmacologic  agents.  The 
treatment  of  hypertension,  congestive  heart  fail- 
ure, inflammatory  diseases,  anxiety  states,  infec- 
tious diseases,  etc.  has  in  the  main  involved 
multiple  drug  therapy.  The  trend  toward  simul- 
taneous use  of  increasing  numbers  of  agents  is 
a general  one  and  raises  some  new  considerations 
and  concerns.  Since  the  toxicity  and  efficacy  of 
any  new  agent  is  ascertained  by  tests  in  which 
the  drug  is  the  sole  pharmacologic  agent  used, 
the  testing  results  may  not  be  valid  in  the  clin- 
ical arena  of  their  actual  use.  It  is  unrealistic 
to  assume  that  drugs  do  not  interact  with  each 
other,  and  that  a drug  will  produce  the  same 
effect  when  used  with  another  drug  as  when 
used  alone. 

New  advances  have  led  to  increased  aware- 
ness and  sophistication  in  the  study  of  drug  inter- 
actions. Drugs  have  been  shown  to  modify  the 
metabolism  of  other  drugs  in  man.  These  mod- 
ifications of  drug  actions  have  resulted  in  in- 
stances of  potentiation  of  the  intensity  and 
duration  of  drug  actions  and  of  decreased  drug 
potency  and  activity. 

The  physician  has  a vast  armamentarium  of 
pharmacologic  agents  at  his  disposal  and  a 
heavy  pressure  of  drug  company  advertising 
prompting  him  to  use  their  products.  These  in- 
fluences have  contributed  to  the  more  frequent 
use  of  multiple  drug  therapy  of  disease. 


The  drugs  employed  today  include  a large 
group  directed  against  no  specific  disease  threat 
to  life,  but  ones  which  are  prescribed  to  alleviate 
symptoms  of  anxiety.  In  fact,  of  the  three  best 
money-making  drugs  sold  in  the  United  States, 
two  are  minor  tranquillizers  (and  the  third  an 
analgesic  of  disputed  efficacy). 

The  incidence  of  drug-drug  interactions,  which 
result  in  untoward  toxic  effects  of  the  drugs 
(such  as  high  blood  pressure,  low  blood  sugar 
and  bleeding  episodes),  increase  geometrically 
as  the  number  of  drugs  used  per  patient  is  raised 
above  six.  It  has  been  found  by  survey  of  a 
number  of  medical  outpatient  clinics  that  the 
average  number  of  drugs  used  per  patient  is  well 
above  six! 

In  face  of  increasing  pressures  of  patient 
responsibilities  and  drug  advertising,  the  physi- 
cian finds  it  difficult  to  establish  a comfortable 
pattern  of  drug  use.  He  is  faced  with  questions 
such  as:  1)  Will  the  drug  have  any  beneficial 
influence  on  the  natural  history  of  the  disease 
being  treated?  2)  What  is  the  potential  gain-risk 
ratio  of  any  single  pharmacologic  agent?  3)  If 
several  agents  are  to  be  used  will  they  interact 
to  augment  or  detract  from  their  respective 
individual  activities  or  potencies? 

The  answers  to  these  questions  would  enable 
the  physician  to  decide  on  the  value  of  any 
therapy  contemplated. 

The  Pharmacy  and  Therapeutics  Committee 
of  the  University  of  Arizona  College  of  Medicine 
has  initiated  a program  of  drug  information  de- 
signed to  provide  the  physician  with  reviews 
of  current  therapy  of  disease  states  and  with 
data  on  new  drugs.  These  informational  works 
will  represent  critically  evaluated  literature  sur- 
veys on  the  part  of  the  pharmacy  and  medical 
members  of  the  Pharmacy  and  Therapeutics 
Committee.  They  will  be  distributed  to  the  com- 
munity of  physicians  to  hopefully  provide  in- 
formation for  better  use  of  drugs. 
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WILLIAM  B.  McGRATH,  M.D. 


HIPPIE  POSTMORTEM 

The  new  morality  is  revolutionary.  As  such  it 
lacks  organization  or  intelligent  leadership,  and 
it  has  not  asked  for  professional  guidance.  By 
way  of  an  immense  regression  the  hippies  were 
trying  to  recapture  their  own  kindergarten  sim- 
plicity and  an  imaginary  innocence  of  the  child- 
hood of  the  race. 

But  the  flowers  could  not  grow  in  the  merci- 
less gray  soil  of  the  city.  Nor  could  the  mores 
of  a south  sea  island  be  transplanted  to  a colder 
clime.  It  is  a pretty  picture:  the  young  person 
making  his  own  sandals.  The  factory  does  a bet- 
ter job.  Long  ago  the  guild  system  was  mangled 
by  the  Industrial  Revolution.  In  the  crucible 
of  experience  (Haight-Asbury)  most  of  the  dross 
of  the  movement  has  been  scummed  off  or 
burned  away. 


Still  all  of  us  have  been  affected  and  in  ways 
that  should  prove  lastingly  beneficial. 

We  will  cling  to  our  traditional  values.  They 
are  time-proven.  Yet  times  have  changed.  We 
must  question  not  the  values  themselves  but 
their  order  of  applicability,  their  relative  im- 
portance. 

Comes  first  to  mind  a commandment:  Thou 
shalt  not  take  the  name  of  the  Lord,  Thy  God, 
in  vain.  There  was  an  age  when  “God  damn 
you”  was  a terrible  curse.  A minor  offense  called 
for  a minor  and  surely  more  appropriate  and 
imaginative  imprecation;  something  like,  “May 
you  stub  your  toe”  or  “May  your  ewes  be  bar- 
ren.” Implied  in  the  old  commandment  is  a 
serious  warning.  For  people  in  crowded  condi- 
tions it  becomes  criminal  to  dilute  or  distort 
or  misuse  our  language  and  our  other  signs  and 
symbols.  (“Bum,  baby  bum!”,  “Kill  the  pigs!”) 
We  cannot  live  together  unless  we  mean  what 
we  say  and  say  no  more  nor  less  than  what  we 
mean.  Candor  is  the  front  porch  of  community. 

It  is  a dangerous  invitation  to  riot  when  the 
paranoid  politician  exploits  our  prejudices  or 
makes  false  promises.  By  whose  say-so  does 
your  indolent  neighbor  have  the  “right”  to  the 
products  of  your  gardening?  Who  decided  by 
fiat  that  everyone  is  “entitled”  to  a guaranteed 
annual  income?  When  the  demagogue  declares 
that  one  group  has  a “right,”  he  imposes  on  the 
other  group  an  obligation.  In  cavalier  fashion 
he  is  taking  away  not  money  but  chunks  of  time 
— and  time  is  all  we  have.  In  this  respect  we 
are  all  very  poor. 

A derivative  thought  concerns  the  prevalence 
of  obscenity  and  pornography.  At  least  we  have 
learned  that  there  is  no  such  thing  as  a “dirty” 
word  or  a “filthy”  book.  Bear  with  me.  A word 
itself  is  not  dirty.  It  might  refer  to  or  describe 
a “dirty”  act.  The  act,  in  turn,  cannot  be  “dirty” 
if  it  takes  place  within  the  sanction  of  marriage, 
or  unless  it  is  exhibitionistic,  giving  the  specta- 
tor no  choice.  It  is  then  arbitrary  whether  one 
uses  a four-letter  word  or  a euphemism.  It  is  a 
matter  of  manners,  not  morals. 

In  a godless  society,  manners  have  to  take 
the  place  of  morals.  This  is  one  of  the  costs  of 
our  heedless  demand  for  separation  of  church 
and  state.*  We  are  the  state  and  we  cannot  have 
it  both  ways. 


°Fallacy:  to  equate  God  and  Church. 
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In  this  context  we  are  in  no  position  to  com- 
plain very  loudly  about  the  number  of  common- 
law  arrangements.  Marriage  before  a Justice 
of  the  Peace  is  no  more  than  a profane  contract, 
having  to  do  with  property  rights  and  inheri- 
tance. It  is  not  a sacrament  at  all;  we  ought  not 
to  pretend  that  it  is. 

Worry  and  annoyance  have  been  our  reac- 
tions to  the  shoulder  length  hair  of  boys  and 
the  other  devaluations  of  the  outward  differ- 
ences between  the  sexes.  Are  we  not  again  hypo- 
critical and  inconsistent?  Always  we  have  ad- 
monished the  young  people,  especially  girls: 
“Don’t  flaunt  your  sexuality.  Try  to  make  your- 
self interesting  as  a person  and  not  primarily 
or  exclusively  as  a sex  object.”  Now  we  are 
upset  when  the  youngsters  practice  what  we 
preach. 

Outlandish  costumes  and  conduct  are  a con- 
stant affront.  Yet  it  took  that  protest  to  alert 
us  to  our  own  insidious  regimentation.  The  most 
momentous  events  of  this  century  have  been 
the  two  world  wars.  Nothing  else,  unfortunately, 
could  have  brought  all  segments  of  our  society 
into  concert.  To  an  appalling  degree  we  have 
since  been  adopting  a military  model  for  society 
itself.  This  is  exemplified  by  our  slogans:  The 
war  against  poverty;  fight  birth  defects;  the 
rank  and  file  of  labor  unions;  operation  this  and 
task  force  that.  The  opposite  of  uni-form  is 
suit  yourself! 

Young  people(  practicing  democracy?)  are  no 
longer  impressed  by  rank  or  intimidated  by  au- 
thority. They  are  scornful  and  defiant  of  regula- 
tion. They  have  been  exposed  to  nakedness  and 
no  aspect  of  normal  or  perverted  sexuality  has 
been  hidden  from  them.  The  prison  doors  of 
repression  having  swung  open,  there  are  two 
inevitable  consequences.  On  the  one  hand  there 
is  an  alarming  increase  in  what  we  have  reason 
to  consider  immoral  and  antisocial  behavior, 
the  irresponsible  “acting  out”  of  aggression  and 
eroticism.  The  term,  psychopathic  personality, 
has  practically  lost  its  definition. 

On  the  other  hand  there  will  be  a correspond- 
ing decrease  in  the  incidence  of  neuroses,  es- 
pecially those  of  phobic  and  obsessive-compul- 
sive type.  When  psychic  conflicts  cannot  be 
concealed  and  do  not  have  to  be  internalized, 
then  some  of  the  schizophrenias  may  not  occur. 

The  very  worst,  sub-cultures  of  the  younger 
generation  repudiated  all  our  established  values. 
But  their  vices  were  outweighed  by  one  precious 


contribution,  uniquely  their  own.  They  were 
hospitable.  They  made  a place  for  the  ugly  and 
inadequate.  We  used  to  ridicule  or  ignore  the 
keening  loneliness  of  the  wall-flower,  the  reject. 
If  a young  person  could  not  compete  or  earn 
his  membership,  we  ostracized  him  and  did  not 
look  back  to  see  him  suffer.  We  should  hesitate 
to  throw  stones  at  a group  who  practice  better 
than  we  the  ultimate  virtue  of  kindness. 

The  old  morality  has  never  been  more  beauti- 
fully expressed  than  in  the  simple  statement, 
Do  unto  others.  It  is  mostly  concerned  with 
one’s  personal  code  of  conduct  and  with  trans- 
actions between  individuals. 

Now  there  are  hundreds  of  relatively  private 
actions  which,  from  a moral  viewpoint,  might 
have  venial  significance  or  none  at  all.  There  is 
nothing  inherently  wrong  with  bringing  a dog 
into  a store  or  restaurant.  One  might  play  a 
stereo  or  television  at  full  volume  — but,  please, 
not  in  one  of  our  “penitentiary  modem”  town- 
houses  or  in  a motel.  It  seems  a trivial  offense 
to  toss  a beer  can  out  the  window  of  a car. 

No;  such  actions  take  on  an  appreciably  differ- 
ent moral  significance  in  our  times.  The  new 
morality  is  seeking  a code  for  the  individual’s 
relationship  to  the  larger  group,  a code  applic- 
able to  the  crowding  and  acceleration  of  the 
city.  The  second  categorical  imperative,  that 
of  public  morality,  can  be  put  as  a simple  ques- 
tion: What  if  everybody  did  it? 

What  if  everybody  brought  a dog  to  the  picnic 
or  threw  refuse  into  the  alley?  What  if  the  pilot 
smoked  marijuana  or  the  surgeon  did  not  wash 
or  the  nurse  could  not  be  trusted  with  the 
medicines?  What  if  everybody  hurtled  through 
the  intersection  on  the  yellow  light?  What  if 
everybody  refused  to  work  and  took  to  begging? 
Or  cheated  a little  in  the  construction  of  a 
bridge?  What  if  everybody  started  lying? 

The  most  serious  fallacy  or  flaw  in  an  ego- 
centric philosophy  and  in  situation  ethics  is  to 
ignore  that  one  question,  What  if  everybody  did 
it?  The  individual  has  had  to  demand  freedom 
from  pressure  of  the  group.  Now,  in  the  cycle 
of  revolution  (liberty,  equality,  fraternity)  it  is 
time  for  the  individual  to  be  considerate  of  the 
group.  The  state  cannot  legislate  morality,  it  is 
true.  Yet  if  the  younger  generation  will  heed 
this  question  — What  if  everybody  did  it  — 
then  the  trend  toward  endless  legislation  of 
manners  can  be  reversed. 
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WHO  NEEDS  THE  AMA? 


The  eternal  cry  is  raised,  who  needs  the  AMA? 
What  does  it  do  for  me?  It’s  too  liberal!  It’s  too 
reactionary!  It’s  too  conservative! 

Anyone  who  has  followed  the  AMA  knows 
that  the  voices  of  dissension  and  criticism  are 
now  being  heard  in  that  organization.  As  all 
organizations  must  change  to  survive,  the  AMA 
is  changing.  What  direction  it  takes  depends  on 
those  of  you  who  are  interested  enough  to  have 
a part  of  the  action. 

There  is  not  a single  physician  in  this  country 
today  who  has  not  benefited  from  the  AMA 
when  one  considers  the  fantastic  amount  of 
work  that  they  have  done  on  a national  scale 
in  all  facets  of  medicine  and  public  health.  A 
look  at  their  journals,  magazines,  committees, 
councils,  and  task  forces  will  vouch  for  this. 

I think  it  is  morally  unacceptable  for  us  to 
share  in  the  benefits  of  the  AMA  without  sup- 
porting the  AMA. 

(Excerpt  from  a speech  by  Edward  Siegel,  M.D.,  President  of 
the  Medical  Society  of  New  York,  to  MSNY.) 


ERRATA: 


In  the  article  entitled  “Nuclear  Medicine 
in  the  Management  of  Metastatic  Bone 
Cancer”  by  S.  V.  Hilts,  M.D.  (April,  1972), 
the  figures  on  page  330  and  331  are  re- 
versed. The  formula  on  page  331  should 
read  32  32c  , 0 n 

15P>16S+-l^ 


Our  apologies  to  Dr.  Hilts. 


In  the  article  entitled  “Effect  on  Thora- 
zine and  Valium  on  Scorpion  Venom  Tox- 
icitv”  by  Herbert  L.  Stahnke,  Ph.D.,  (May 
1972,  page  424),  an  error  appears  in  Table  I, 
line  one,  Substance  — Scorpion;  the  95% 
Confidence  Interval  mg/kg  should  read 
1.51-1.91.  Also  inadvertently,  Dr.  Stahnke’s 
co-author  Mr.  Tom  Lutz  was  omitted  from 
the  byline. 


In  Memoriam 


■\ 

.) 


ABRAHAM  ETTLESON,  M.D. 

1897  - 1971 

My  friend  Abe  led  a full  and  rewarding  life 
in  spite  of  or  perhaps  because  of  early  adversity. 
Bom  in  Russia  October  2,  1897,  he  lost  his 
mother  shortly  thereafter.  With  his  father  he 
migrated  to  Chicago,  U.S.A.,  where  he  lived 
the  life  of  the  immigrant  Orthodox  Jew  The 


Sabbath  was  kept  holy  in  his  father’s  home.  His 
father  also  died  when  Abe  was  16.  He  then  pro- 
vided for  both  himself  and  a widowed  sister  as  a 
shipping  clerk,  but  completed  high  school  at- 
tending evening  classes. 

Abe  set  his  sights,  and  received  his  M.D.  de- 
gree in  1924,  working  his  way  through  Crane 
Junior  College  and  the  University  of  Illinois 
Medical  School  playing  the  trombone  in  jazz 
bands.  This  skill  was  to  come  into  play  later  in 
his  life  as  a founding  player  in  the  Los  Angeles 
Symphony  Orchestra  in  which  he  held  a chair 
for  ten  years. 

After  two  and  one-half  years  of  internship, 
Abe  spfent  two  years  in  general  practice  in  Chi- 
cago, and  two  years  on  the  staff  of  the  Elgin 
State  Hospital  before  his  residency  in  neuro- 
surgery, Research  and  Educational  Hospital  in 
Chicago,  University  of  Illinois  in  1932  to  1934. 

He  practiced  his  specialties  in  neurosurgery 
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and  neurology  in  Chicago  before  World  War 
II,  in  the  United  States  Navy  for  five  years 
during  the  war,  in  Los  Angeles  from  1946  to 
1963,  at  the  Arizona  State  Hospital  in  1963  and 
1964  and  then  during  a private  consultation 
practice  in  Phoenix  for  seven  years  before  his 
death  from  pancreatic  carcinoma  on  October 
15,  1971  at  the  Phoenix  Baptist  Hospital.  He 
served  on  the  faculty  of  Loyola  University  Med- 
ical School  and  the  Chicago  Medical  School.  He 
was  certified  by  the  American  Board  of  Psychia- 
try and  Neurology  (in  Neurology)  in  1939  and  in 
Neurological  Surgery  in  1947.  His  medical  socie- 
ties included  the  American  Medical  Association, 
the  American  Association  of  Neurological  Sur- 
geons (formerly  the  Harvey  Cushing  Society), 
the  Southern  California  Neurosurgical  Society, 
and  the  Los  Angeles  Society  of  Neurology  and 
Psychiatry  in  addition  to  county  and  state  med- 
ical societies. 

He  is  survived  by  his  wife  Dora,  a nurse,  who 
assisted  him  in  the  office  the  last  few  years. 
She,  too,  was  an  immigrant  from  Russia  but 
obtained  her  nursing  education  and  married  Abe 
on  completion  of  his  first  year  of  internship  in 
1925. 

He  entered  the  naval  service  as  Lieutenant 
Commander  and  served  at  Great  Lakes,  San 
Diego  and  Mare  Island,  interrupted  only  by  five 
months  in  Panama.  He  is  reported  to  have  actu- 
ally enjoyed  his  military  experience  from  1941 
to  1946  and  was  discharged  with  the  rank  of 
captain  in  the  Medical  Corps  of  the  United 
States  Naval  Reserve. 

He  had  tremendous  determination,  coupled 
with  a great  sense  of  loyalty.  To  whatever  he 
devoted  his  attention  he  did  it  with  steadfast- 
ness and  wholeheartedness,  whether  it  be  his 
education,  his  field  of  medicine,  his  music,  his 
religious  dedication,  his  friendships  throughout 


the  years.  In  his  way  he  tried  to  assume  chal- 
lenges and  find  solutions.  This  is  what  underlies 
his  enjoyment  of  his  Louis  Carroll  studies  which 
began  in  the  early  60’ s when  Abe  read  “Alice  in 
Wonderland”  and  could  not  believe  Lewis  Car- 
roll’s  writings  to  be  so  nonsensical  as  they  ap- 
peared. He  read  more  of  those  writings,  and  cor- 
responded with  Carroll’s  biographers.  Abe  devel- 
oped a thesis  that  Carroll’s  writing  to  a large  ex- 
tent represented  a coded  discussion  of  Judaism. 
Then,  in  a scholarly  fashion  he  set  about  writing 
“Through  the  Looking  Glass,  Decoded”  which 
was  published  in  1966.  And  before  his  death 
Abe  sent  to  his  publisher  the  manuscript  of  a 
decoding  of  “Alice  in  Wonderland”  and  others 
of  Carroll’s  writings.  He  worked  at  this  intensely 
and  incessantly,  recognizing  the  brevity  of  life. 
But  his  pleasure  in  this  work  was  recapitulated 
in  our  personal  conversations  from  time  to  time 
over  the  years.  And  it  was  through  these  con- 
versations that  our  friendship  flourished.  It  was 
my  pleasure  to  share  his  enthusiasm  when  he  had 
labored  over  some  word,  phrase,  or  paragraph 
for  several  weeks  and  could  report  the  light  had 
turned  on.  At  such  moments  he  was  like  an 
overjoyed  child  with  a new  toy,  but  underneath 
the  exterior  lay  a more  calm  sense  of  having 
taken  another  step  towards  his  goal  of  under- 
standing a most  enigmatic  man. 

How  well  tested  Abe’s  thesis  may  be  only  time 
will  tell,  as  other  authors  attempt  to  duplicate 
his  work.  But  in  the  meantime  I commend  his 
fascinating  decodifications  to  your  leisure  read- 
ing if  you  have  any  interest  at  all  in  writing  or 
literature. 

Until  his  terminal  illness  which  lasted  but  a 
brief  time,  Abe  continued  to  work  in  his  chosen 
profession,  as  meticulously  as  he  carried  on  his 
research  of  Lewis  Carroll. 

Shalom,  my  friend. 
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FRANCIS  M.  FINDLAY 
1898  - 1972 


Francis  McRae  Findlay  died  April  11,  1972, 
in  San  Manuel,  Arizona,  after  completing 
50  years  in  the  active  practice  of  medicine.  Dr. 
Findlay  was  bom  March  27,  1898,  in  Parkville, 
Missouri,  and  received  his  Doctor  of  Medicine 
Degree  at  Harvard  Medical  School  in  1922. 
From  1922  to  1924  he  was  a surgical  intern  at 
the  Massachusetts  General  Hospital,  continued 
his  education  at  the  Boston  Lying-In  Hospital, 
and  began  private  practice  of  medicine  in  Bos- 
ton, then  moved  to  California.  In  1942  he  served 
as  Lieutenant  Colonel  and  Chief  Surgeon  of 
the  3rd  Auxiliary  Surgical  group  which  took  him 


into  North  Africa,  the  Sicilian  invasion,  and  the 
invasion  of  Europe,  at  Omaha  Beach,  from 
1942  to  1945. 

Dr.  Findlay  came  to  San  Manuel,  Arizona, 
July  30,  1956,  from  Kingman,  Arizona,  where  he 
had  been  in  private  practice.  He  was  employed 
by  the  Magma  Copper  Company  in  San  Manuel 
as  Chief  Surgeon  from  July,  1956  until  Decem- 
ber 1,  1970.  Dr.  Findlay  had  been  president  of 
the  Pinal  County  Medical  Association,  a member 
of  the  Pinal  County  Health  Board,  diplomate  of 
the  American  Board  of  Surgery,  Fellow  of  the 
American  College  of  Surgeons,  on  the  Medical 
Advisory  Board  of  the  Industrial  Commission  of 
Arizona,  active  member  of  the  Arizona  Medical 
Examiners  from  1958  through  1964,  and  again 
in  1968.  He  also  had  been  president  of  the 
Kingman  Chamber  of  Commerce,  and  served  as 
an  Elder  in  the  Community  Presbyterian  Church 
in  San  Manuel. 

Dr.  Findlay  will  be  remembered  by  his  col- 
leagues throughout  the  State  for  his  remarkable 
leadership  and  energy.  He  will  be  remembered 
in  the  community  in  which  he  lived  for  his  devo- 
tion to  his  practice,  his  kindness,  his  humor, 
ensitivity,  and  responsiveness  to  the  needs  of  the 
people  he  served. 

His  survivors  include  his  wife,  Ruth,  of  San 
Manuel,  two  daughters,  Mrs.  Anne  Roberts,  Al- 
bany, New  York,  and  Mrs.  Martha  Lee,  Newport 
Beach,  California,  one  son,  Francis,  Jr.,  of  Aur- 
ora, Colorado,  a step-son,  Donald  Whaley  of 
Kingman,  Arizona,  two  brothers,  Duncan,  New 
York  City,  and  Merlin,  of  San  Antonio,  Texas. 
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Francis  M.  Finiiay 


Death,  as  it  must  to  all  men,  came  to 
Francis  M.  Findlay  in  San  Manuel,  Tues- 
day. Dr.  Findlay  had  been  in  all  health  for 
the  past  year  and  a half. 

The  demise  of  the  well  known  and  high- 
ly respected  doctor  removes  a colorful  per- 
sonality from  the  Arizona  scene.  He  lived 
and  practiced  medicine  in  Kingman  dur- 
ing 11  years  immediately  following  World 
War  Two. 

Dr.  Findlay  was  not  only  a community 
doctor,  he  was  a community  leader  as  well. 
During  his  residence  here  he  took  part  in 
many  activities  designed  to  serve  the  pub- 
lic, and  made  a tremendous  contribution 
to  all  of  us. 

A graduate  of  the  Harvard  College  Med- 
ical School,  a Fellow  in  the  American  Col- 
lege of  Surgeons,  and  a Board  Certified 
Surgeon,  he  was  a deeply  involved  man. 
He  served  several  terms  on  the  Board  of 
Medical  Examiners  for  the  State  of  Ari- 
zona and  assisted  the  State  Industrial  Com- 
mission as  a member  of  its  Medical  Advi- 
sory Board.  Professionally,  he  was  a very 
busy  man. 

He  served  as  president  of  the  Chamber 
of  Commerce  and  had  an  outstanding  ad- 
ministration. More  than  any  other  person, 
Dr.  Findlay  was  responsible  for  the  cham- 
ber of  commerce  having  its  own  building 
in  the  highway-wye  area  in  west  Kingman. 

During  World  War  Two  he  served  as  a 
Colonel  in  the  Medical  Corps  and  com- 
pleted overseas  service  in  Europe  with 
great  distinction. 

But  there  are  no  available  statistics  to 
back  up  his  efforts  in  behalf  of  many  King- 
manites.  But  these  efforts,  we  can  well 
imagine,  will  be  recalled  today  to  many  of 
our  fellow  citizens  as  they  learn  of  his 
passing. 

Dr.  Findley  extended  self  confidence  and 
to  many  who  did  not  know  him  well  it  ap- 
peared that  he  had  a gruff  personality.  But 
behind  this  outward  appearance  he  was  a 
warm,  compassionate,  concerned  human 
being.  The  request  that  contributions  in  his 
memory  be  made  to  the  Arizona  Boy’s 
Ranch  typifies  his  deep  concern  for  human- 
ity. 

It  will  be  difficult  for  newcomers  to  this 
area  to  comprehend  just  how  difficult  it 
was  for  young  families  to  get  established 
after  World  War  Two  in  this  small  and 


rather  insular  community.  There  was  little 
or  no  housing  to  be  had,  shortages  of  near- 
ly all  necessities  existed,  and  opportunities 
were  not  easily  grasped  by  the  returning 
veterans  and  their  young  families. 

But  Dr.  Findlay  solved  or  eased  those 
problems  for  many  of  us.  Some  borrowed 
from  him  to  build  homes,  others  to  buy  or 
start  businesses.  Still  others  used  his  broad 
shoulders  and  his  essential  sense  of  right 
and  wrong  to  simply  guide  them  through 
difficult  times. 

Dr.  Findlay  had  an  abiding  belief  in 
young  people.  He  was  a product  of  the  age 
that  revered  the  Protestant  work  ethic. 
Hard  work  could  and  would  cure  most 
things,  he  believed.  He  worked  long  hours 
himself,  and  encouraged  such  industrious 
behavior  in  those  over  whom  he  exerted 
influence. 

There  are  a number  of  prominent  and 
successful  men  in  this  community  who  owe 
their  start  in  business  to  Dr.  Findlay’s  be- 
lief in  them.  There  are  many  other  citizens 
in  whose  minds  he  will  always  occupy  a 
special  place  for  his  kindnesses  and  help 
in  more  ways  than  can  be  detailed. 

During  his  residence  here  he  met  and 
married  the  former  Ruth  Whaley,  a lady 
who  had  long  been  a teacher  in  Kingman 
schools.  Francis  and  Ruth  enjoyed  many 
happy  years  together,  and  their  friends  be- 
lieved that  surely  theirs  was  a mariage 
made  in  heaven. 

So  the  life  that  began  March  27,  1898 
in  Parkville,  Missouri,  came  to  its  conclu- 
sion April  11,  1972  at  San  Manuel,  Arizona. 
These  dates  and  the  recitation  of  facts  con- 
cerning his  years  among  us,  tell  only  a 
small  part  of  the  story. 

For  if  a man  ever  made  his  life  count 
for  something,  if  a man  ever  courageously 
stood  upright  and  strong  in  the  face  of  ad- 
versity, if  a man  ever  lived  who  had  no 
sham  or  pretense  in  his  makeup,  we  be- 
lieve that  man  to  have  been  Francis  M. 
Findlay. 

We  express  our  deepest  sympathy  to  his 
wife  Ruth  and  to  the  family  which  survives 
him.  Perhaps,  in  the  truest  Christian  sense 
of  philosophy,  we  should  rejoice  that  a man 
good  and  true  has  gone  to  his  just  reward. 

Keats  expressed  it  well  when  he  wrote 
“a  thing  of  beauty  is  a joy  forever.” 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

RESUME 

OF  THE 


HOUSE  OF  DELEGATES  — 1972  ANNUAL  MEETING 


Adjourned  meeting  of  the  House  of  Delegates  of  The 
Arizona  Medical  Association,  Inc.,  held  in  the  Conven- 
tion Center  of  the  Safari  Hotel,  Scottsdale,  Arizona, 
Saturday,  April  29,  1972,  convened  at  8:18  A.M.,  Charles 
E.  Henderson,  M.D.,  Speaker  of  the  House  presiding. 

CREDENTIALS 

The  Credentials  Committee  reported  a quorum  pres- 
ent and  the  House  duly  constituted. 

ROLL  CALL 

On  the  roll  call,  85  Delegates  (and/or  Alternates) 
and  18  members  of  the  Board  of  Directors  were  present. 

MINUTES 

Minutes  of  the  meeting  of  the  House  of  Delegates 
held  May  1,  1971,  were  approved  without  reading. 

ELECTION  OF  OFFICERS 

The  following  officers  were  elected  for  a term  of 
one  year: 

President-Elect  — Philip  E.  Dew,  M.D. 

Vice  President  — William  G.  Payne,  M.D. 

Secretary  — Edward  Sattenspiel,  M.D. 

Treasurer  — William  C.  Scott,  M.D. 

Speaker  of  the  House  — Robert  A.  Price,  M.D. 

Editor-in-Chief  — John  R.  Green,  M.D. 

The  following  were  elected  for  the  term:  1/1/73- 
12/31/74 

Delegate  to  AMA  — Seymour  I.  Shapiro,  M.D. 

Alternate  Delegate  to  AMA— Art.  V.  Dudley,  Jr.,  M.D. 

ELECTION  OF  DISTRICT  DIRECTORS 

The  following  District  Directors  were  elected: 

Central  District  (to  fill  unexpired  term  of  William 
G.  Payne,  M.D.)  — George  L Hoffman,  M.D. 
(1972-1973) 

Central  District  Director  — Wallace  A.  Reed,  M.D. 

(1972-1975) 


Central  District  Director  — Lawrence  J.  Shapiro,  M.D. 
(1972-1975) 

Northeastern  District  Director  — Richard  B.  Johns 
M.D.  (1972-1975) 

Southern  District  Director  — Vernor  F.  Lovett,  M.D. 
(1972-1975) 

REFERENCE  COMMITTEE 
ON  RESOLUTIONS 

Report  of  the  Reference  Committee  on  Resolutions, 
as  deleted,  amended,  or  as  otherwise  disposed  of, 
adopted  with  the  following  actions  taken  on  motions 
regularly  made  and  carried. 

Resolution  Number  1-72 

Subject:  ARIZONA  FOUNDATION  FOR  MEDICAL 
CARE 

WHEREAS,  The  Board  of  Directors  of  the  Arizona 
Medical  Association  are  in  the  process  of  creating 
an  “Arizona  Foundation  for  Medical  Care”;  and 
WHEREAS,  The  purpose  of  such  a Foundation  is  to 
implement  peer  review  and  other  innovations,  in 
anticipation  of  possible  federal  regulations;  and 
WHEREAS,  The  control  of  the  practice  of  medicine 
should  be  at  the  local  level  where  it  is  at  present; 
and 

WHEREAS,  Contracting  with  any  party  outside  of 
organized  medicine  would  institute  controls  which 
will  dominate  physicians,  both  individually  and  as 
a profession;  and 

WHEREAS,  A statewide  foundation  for  medical  care 
is  in  opposition  to  the  best  interests  of  the  private 
practice  of  medicine;  therefore  be  it 
RESOLVED,  That  the  Arizona  State  Medical  Associa- 
tion abandon  the  concept  and  planning  for  an 


502  JUNE  1972  * XXIX  • 6 


“Arizona  Foundation  for  Medical  Care”  or  other 
similar  institution. 

NOT  ADOPTED,  APRIL  29,  1972 


Resolution  Number  2-72 

Subject:  OSTEOPATHIC  MEMBERSHIP 
WHEREAS,  The  American  Medical  Association  has 
changed  their  Bylaws  whereby  it  is  now  possible 
for  doctors  of  osteopathy  to  be  members  of  the 
American  Medical  Association;  and 
WHEREAS,  The  Pima  County  Medical  Society  on  Jan- 
uary 11,  1972,  voted  to  change  their  Bylaws  where- 
by local  doctors  of  osteopathy  could  apply  for 
and  be  granted  membership  in  the  Pima  County 
Medical  Society;  and 

WHEREAS,  At  this  time  the  Arizona  Medical  Associa- 
tion has  no  provision  for  membership  of  doctors  of 
osteopathy;  therefore  be  it 

RESOLVED,  That  this  House  go  on  record  approving 
membership  in  this  Association  for  doctors  of  osteo- 
pathy; and  be  it  further 

RESOLVED,  That  this  matter  be  referred  to  the  Com- 
mittee on  Articles  of  Incorporation  and  Bylaws  for 
drafting  of  the  appropriate  amendment  to  the  By- 
law^ with  instructions  to  bring  this  before  this 
House  gathering  at  the  Annual  Scientific  Session 
in  1973. 

NO  ACTION  NECESSARY.  SEE  RESOLUTION 
A-2-72,  APRIL  29,  1972 


Resolution  Number  3-72 

Subject:  TUMOR  BOARD  REGISTRY 

WHEREAS,  The  Arizona  Tumor  Board  systems  of  re- 
view of  persons  with  neoplastic  disease  is  an  impor- 
tant component  of  hospital  medical  staff  function; 
and 

WHEREAS,  The  American  Cancer  Society  and  various 
groups  interested  in  neoplastic  disease  have  great 
need  of  accurate  statistics  of  patient  survival  and 
treatment;  and 

WHEREAS,  Many  clinicians  could  utilize  the  statistical 
information  gathered  by  careful  analysis  of  large 
numbers  of  patients  with  neoplastic  diseases  and 
the  results  of  their  treatment;  and 

WHEREAS,  The  Arizona  Tumor  Registry  is  the  most 
efficient  and  practical  method  of  gathering  such 
data;  and  therefore  be  it 

RESOLVED,  That  the  Arizona  Medical  Association  plan 
and  encourage  implementation  of  an  Arizona  Tumor 
Registry. 

ADOPTED  AS  AMENDED,  APRIL  29,  1972 

Resolution  Number  4-72 

Subject:  NEW  DIVISION  OF  AMERICAN  MED- 
ICAL ASSOCIATION 

WHEREAS,  Some  members  of  the  Pima  County  Medical 
Society  feel  that  the  creation  of  a new  division  of 
the  American  Medical  Association  may  be  feasible; 
and 

WHEREAS,  It  is  felt  that  the  creation  of  a new  division 
of  the  American  Medical  Association  would  be  for 
the  sole  purpose  of  negotiation  on  a national  and 
state  level  with  business,  labor,  and  government 
agencies  and  organizations  on  economics  and  work 


rules  affecting  the  medical  profession;  therefore  be 
it 

RESOLVED,  That  the  Arizona  Medical  Association 
form  an  Ad  Hoc  Committee  to  study  the  feasibility 
of  presenting  to  the  American  Medical  Association 
a resolution  to  form  a new  division  as  outlined  in 
the  foregoing.  The  recommendations  of  this  com- 
mittee to  be  presented  to  the  Board  of  Directors 
of  the  Arizona  Medical  Association  and  this  infor- 
mation will  be  available  for  action  at  the  1973 
Annual  Meeting. 

ADOPTED  AS  AMENDED,  APRIL  29,  1972 
Resolution  Number  5-72 

Subject:  1973  CALENDAR  YEAR  BUDGET  OF 
INCOME  AND  EXPENDITURES 
WHEREAS,  It  is  customary  for  the  House  of  Delegates 
to  approve  the  Budget  of  Income  and  Expenditures 
for  the  next  succeeding  calendar  year  of  the  Arizona 
Medical  Association,  Inc.;  therefore  be  it 
RESOLVED,  That  the  following  Budget  of  Income  and 
Expenditures  for  the  calendar  year  1973  be  adopted 
as  follows: 


A General 

Income 

Expenditures 

Contingency 

Operations 
B Committee 

$197,500 

$153,900 

$43,600 

Operations 
C Annual 

3,000 

33,700 

(30,700) 

Meeting 
D Publishing 

31,500 

29,600 

1,900 

Operations 
E Building 

60,330 

53,900 

6,430 

Operations 
F Benevolent 

15,200 

18,000 

(2,800) 

& Loan 

500 

550 

(50) 

TOTAL 

$308,030 

$289,650 

$18,380 

; and  be  it  further 

RESOLVED,  That 

the  annual 

dues  of  the  Arizona 

Medical  Association,  Inc.,  be  continued  at  $120  for 
Active  members  with  $110  going  to  General  Opera- 
tions and  $10  going  to  the  Publishing  Operations 
budget;  and  be  it  further 

RESOLVED,  That  the  Service  member  dues  be  $30 
with  $20  going  to  the  General  Operations  and  $10 
going  to  the  Publishing  Operations  budget. 

ADOPTED,  APRIL  29,  1972 

Resolution  Number  6-72 

Subject:  MALPRACTICE  SURVEY 

WHEREAS,  The  President’s  Commission  on  Medical 
Malpractice  is  accumulating  data  on  medical  mal- 
practice problems;  and 

WHEREAS,  The  Arizona  Medical  Association  conducted 
a statewide  malpractice  survey  among  its  members 
in  1970  and  gathered  significant  data;  therefore 
be  it 

RESOLVED,  That  this  House  of  Delegates  authorizes 
the  Arizona  Medical  Association’s  Board  of  Direc- 
tors to  supply  the  Medical  Malpractice  Commission 
with  the  results  of  the  aforementioned  survey  with 
the  condition  that  no  information  be  revealed  that 
would  allow  identification  of  any  participant  in 
the  survey. 

ADOPTED  AS  AMENDED,  APRIL  29,  1972 
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Resolution  Number  7-72 

Subject:  CENTRAL  COORDINATING  AGENCY 

FOR  ALL  MEDICAL  & PARAMEDICAL  CONTIN- 
UING EDUCATIONAL  PROGRAMS 
WHEREAS,  The  Arizona  Medical  Association  has  insti- 
tuted a continuing  education  requirement  for  our 
members;  and 

WHEREAS,  We  are  concerned  with  medical  training 
of  paramedical  personnel  throughout  the  state;  and 
WHEREAS,  There  are  federal  funds  available  to  sup- 
port some  of  these  biomedical  education  projects; 
and 

WHEREAS,  We  support  the  concept  that  duplication 
of  efforts  should  be  avoided;  and 
WHEREAS,  We  see  the  need  for  a central  coordinating 
agency  for  all  the  medical  educational  effort  to 
benefit  all  physicians  and  hospitals  in  Arizona; 
therefore  let  it  be 

RESOLVED,  That  the  Arizona  Medical  Association 
designate  the  Medical  Education  Committee  of  the 
Arizona  Medical  Association  as  the  central  coordi- 
nating agency,  seeking  the  cooperation  of  the 
Arizona  Regional  Medical  Program,  the  University 
of  Arizona  College  of  Medicine  and  the  Arizona 
Hospital  Association. 

ADOPTED,  APRIL  29,  1972 


Resolution  Number  8-72 

Subject:  SUPPORT  OF  THE  STUDENT  BODY  OF 
THE  UNIVERSITY  OF  ARIZONA  COLLEGE  OF 
MEDICINE 

WHEREAS,  The  representatives  of  the  Student  Body 
of  the  College  of  Medicine  of  the  University  of 
Arizona  have  asked  the  support  of  the  Arizona 
Medical  Association  in  opposing  the  investigation 
of  personal  files  of  the  students  of  and  applicants 
to  the  University  of  Arizona  College  of  Medicine; 
and 

WHEREAS,  The  Student  Body  of  the  College  of  Med- 
icine has  obtained  a Temporary  Restraining  Order 
against  the  release  of  the  aforementioned  files  to 
investigators  of  the  Arizona  Legislature  on  the 
belief  that  such  disclosure  is  unlawful  on  the 
grounds  of  a)  Breach  of  Contract,  b)  Invasion  of 
Privacy  under  the  Arizona  and  United  States  Con- 
stitutions, and  c)  There  has  been  no  showing  of 
legislative  purpose  or  relevancy,  as  sc  forth  in 
the  Temporary  Restraining  Order;  and 
WHEREAS,  The  Students  respect  the  wishes  of  the 
public  to  review  the  basis  on  which  selection  of 
applicants  to  the  College  of  Medicine  is  made, 
review  of  personal  student  files  for  this  purpose 
is  strongly  opposed;  and 

WHEREAS,  It  is  the  feeling  of  the  Student  Body  that 
interference  in  the  selection  procedures  by  a politi- 
cally motivated  party  would  be  detrimental  to  the 
selection  and  educational  purposes  of  the  College 
of  Medicine;  therefore  be  it 
RESOLVED,  That  the  House  of  Delegates  of  the 
Arizona  Medical  Association  support  the  efforts  of 
the  Students  of  the  College  of  Medicine  in  making 
the  Temporary  Restraining  Order  obtained  on  April 
21,  1972,  against  the  release  of  student  records  by 


the  Arizona  Board  of  Regents,  Jack  Layton  and 
John  Paul  Schaefer  permanent;  and  therefore  be  it 
RESOLVED,  That  a copy  of  this  Resolution  be  released 
to  the  public  and  sent  to  the  Congressmen  and  Sen- 
ators of  the  State  of  Arizona. 

NO  ACTION  TAKEN,  APRIL  29,  1972 

Resolution  Number  9-72 

Subject:  APPRECIATION  TO  CHARLES  E.  HEN- 
DERSON, M.D. 

WHEREAS,  Dr.  Charles  Henderson  has  served  faith- 
fully the  Arizona  Medical  Association  on  its  Board 
of  Directors  for  the  past  ten  years;  and 
WHEREAS,  Dr.  Henderson  has  served  this  House  of 
Delegates  as  its  Speaker  for  the  past  five  years;  and 
WHEREAS,  Dr.  Henderson  has  provided  this  House 
of  Delegates  with  the  stability  and  guidance  re- 
quired for  the  orderly  transaction  of  business;  and 
WHEREAS,  Dr.  Henderson  has  now  decided  not  to 
accept  re-election  to  the  office  of  Speaker  of  the 
House  or  election  to  other  office  in  the  Arizona 
Medical  Association;  therefore  be  it 
RESOLVED^  That  this  House  of  Delegates  on  behalf 
of  all  Arizona  Medical  Association  members  do 
herewith  express  to  Dr.  Charles  Henderson  deepest 
gratitude  for  his  past  service  to  this  House  of 
Delegates  and  wish  him  God  speed  in  future 
endeavors. 

ADOPTED,  APRIL  29,  1972 


REFERENCE  COMMITTEE 
ON  AMENDMENTS 

Report  of  the  Reference  Committee  on  Amendments, 
as  deleted,  amended,  or  as  otherwise  disposed  of,  adopt- 
ed with  the  following  actions  taken  on  motions  regularly 
made  and  carried. 

Resolution  Number  A-l-72 

Subject:  CHAPTER  II  - MEMBERSHIP  - SECTION 
1.  GENERAL  REQUIREMENTS  AND  CHAPTER  III 
- COUNTY  SOCIETIES  - SECTION  6.  APPROVAL 
OF  COUNTY  CHARTERS 

RESOLVED,  That  Chapter  II  — Membership  — Section 
1.  General  Requirements,  be  amended  to  read: 

An  active  member  in  good  standing  of  a county 
society  [is  automatically]  MAY  BECOME  an  active 
member  of  this  Association,  and,  conversely,  an 
active  member  in  good  standing  of  this  Association 
[must]  MAY  be  an  active  member  of  a county 
society. 

Any  person,  when  he  becomes  a member,  shall 
agree  to  abide  by  the  Articles  of  Incorporation  and 
Bylaws  of  this  Association,  and  by  any  lawful 
changes  which  from  time  to  time  may  be  made.  He 
further  agrees  to  abide  by  the  Code  of  Ethics  as 
laid  down  by  the  American  Medical  Association  as 
it  now  exists,  or  may  hereafter  be  amended,  and, 
be  a member  of  that  association. 

RESOLVED,  That  Chapter  III  — County  Societies  — 
Section  6.  Approval  of  County  Charters,  be  deleted: 
[Section  6.  Approval  of  County  Charters:  — Charters 
shall  be  provided  and  issued  to  county  societies 
only  on  approval  of  the  Board,  and  shall  be  signed 
by  the  President  and  Secretary  of  the  Association. 
Upon  recommendation  of  the  Board,  the  House 
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may  revoke  the  charter  of  any  county  society  whose 
actions  are  in  conflict  with  the  letter  and  spirit  of 
the  Articles  of  Incorporation  and  Bylaws  of  the 
Association.  The  Articles  of  Incorporation  and  By- 
laws of  the  Association  shall  be  binding  on  every 
county  society  and  every  member  of  every  such 
society,  anything  in  the  constitution  and  bylaws 
of  any  such  society  to  the  contrary  notwithstanding.] 
Note:  All  bracketed,  italicized  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 
NOT  ADOPTED,  APRIL  29,  1972 


Resolution  Number  A-2-72 

Subject:  CHAPTER  II  - MEMBERSHIP  - SEC- 
TION 3 - (A)  ACTIVE  MEMBERS  - (C)  ASSOCIATE 
MEMBERS  - (D)  SERVICE  MEMBERS  AND  SEC- 
TION 4 - LOSS  OF  MEMBERSHIP  SUBSECTION 

(A)  (vi) 

WHEREAS,  The  American  Medical  Association  has  re- 
quested state  and  local  medical  societies  to  develop 
closer  liaison  and  relationships  with  osteopathic 
physicians  for  educational,  professional  and  socio- 
economic goals;  and 

WHEREAS,  The  Pima  County  Medical  Society  believes 
such  membership  should  be  available  to  osteopathic 
physicians  in  the  Arizona  Medical  Association  to 
further  the  above  purpose  and  to  facilitate  and 
encourage  action  by  other  component  county  med- 
ical societies  to  admit  osteopathic  physicians  to 
active  membership;  therefore  be  it 
RESOLVED,  The  Arizona  Medical  Association  Bylaws 
be  amended  as  follows: 

CHAPTER  II  - MEMBERSHIP  - SECTION  3 
(A)  Active  Members 

All  active  members  of  all  the  county  societies  shall 
be  active  members  of  this  Association.  The  minimum 
qualifications  for  active  membership  in  a county 
medical  society  shall  be  that  the  individual  must 

(1)  hold  the  degree  of  doctor  of  medicine  or  its 
equivalent  [,]  OR  DOCTOR  OF  OSTEOPATHY, 

(2)  be  an  American  citizen,  or  have  made  applica- 
tion for  American  Citizenship  papers  (in  which 
case,  he  must  make  reasonable  progress  toward 
full  citizenship  or  his  membership  shall  lapse),  (3) 
hold  an  unrevoked  license  to  practice  medicine 
and  surgery  OR  OSTEOPATHIC  MEDICINE  AND 
SURGERY,  in  the  State  of  Arizona,  and  (4)  be  a 
legal  resident  of  the  State  of  Arizona,  (5)  fulfill 
the  continuing  medical  education  requirements  of 
the  Arizona  Medical  Association.  Subject  to  these 
minimum  qualifications  and  to  the  provisions  for 
loss  of  membership  (Chapter  II,  Section  4),  each 
county  society  shall  be  the  exclusive  judge  of  the 
qualifications  of  its  members. 

Rights.  An  active  member  shall  have  all  the  rights 
and  privileges  of  the  Association  as  herein  provided. 
(C)  Associate  Members 

Associate  members  may  be  elected  by  the  Board, 
upon  recommendation  of  the  society  of  the  county 
in  which  such  members  reside,  from  those  doctors 
of  medicine  [,]  OR  OSTEOPATHY,  who  are  licensed 
to  practice  medicine  and  surgery  OR  OSTEO- 
PATHIC MEDICINE  AND  SURGERY  in  Arizona, 
but  are  (1)  disabled  and  unable  to  practice,  (2)  re- 


tired from  active  practice  and  not  eligible  for 
Fifty-Year  Club  membership,  (3)  active  members 
who  leave  practice  to  undergo  a further  training 
period  lasting  six  months  or  more,  or  for  military 
service,  or  (4)  interns  and  residents  who  are  par- 
ticipating in  an  approved  internship  or  residency 
program  in  the  State  of  Arizona. 

Rights.  Associate  members  shall  have  all  the  rights 
and  privileges  of  active  membership  except  the 
right  to  serve  as  a Delegate  or  to  hold  elective 
office.  They  shall  not  be  required  to  pay  Associa- 
tion dues  and  not  be  entitled  to  receive  any 
publication  of  the  Arizona  Medical  Association 
except  by  subscription  or  by  gift. 

(D)  Service  Members 

Upon  recommendation  by  a county  society,  the 
Board  may  elect  as  service  members  regularly 
commissioned  medical  officers  and  commissioned 
medical  officers  of  the  reserve  component  who 
hold  the  degree  of  Doctor  of  Medicine  or  Bachelor 
of  Medicine  [,]  OR  DOCTOR  OF  OSTEOPATHY, 
on  extended  active  duty  with  the  United  States 
Army,  the  United  States  Navy,  the  United  States 
Air  Force,  the  United  States  Public  Health  Service 
and  the  permanent  medical  officers  of  the  Veterans 
Administration. 

Rights.  Service  members  shall  have  all  the  rights 
and  privileges  of  active  members  except  the  right 
to  serve  as  Delegates,  or  to  hold  elective  office. 
They  shall  pay  one-quarter  the  dues  of  active 
members. 

Section  4.  Loss  of  Membership: 

(A)  Active,  Associate  or  Fifty-Year  Club  member- 
ship in  this  Association  shall  be  lost  by: 

(i)  Final  expulsion  from  the  county  society  through 
which  he  is  an  active  member  of  the  Association. 

(ii)  Transfer  of  membership  to  a county  society  of 
another  state,  and  thereby  to  another  state  asso- 
ciation, except  as  provided  in  Chapter  III,  Section 
3. 

(iii)  Voluntary  resignation,  which  shall  be  without 
prejudice. 

(iv)  Action  of  the  House  of  Delegates  (see  Chapter 
VI,  Section  6;  Chapter  VIII,  Section  9). 

(v)  Revocation  of  the  member’s  license  to  practice 
in  Arizona.  This  latter  clause  shall  effect  immediate 
loss  of  membership  as  of  the  date  of  revocation. 

(vi)  Failure  to  maintain  membership  in  good  stand- 
ing in  the  American  Medical  Association. 

(vii)  Failure  to  pay  Association  dues  and  assess- 
ments within  one  year  of  the  date  such  become 
payable,  unless  such  failure  be  exempted  under 
Chapter  IX,  Section  5. 

(viii)  For  active  membership,  failure  to  fulfill  the 
continuing  medical  education  requirements  of  the 
Arizona  Medical  Association  elsewhere  in  the  By- 
laws. 

Note:  All  bracketed,  italicized  words  represent  dele- 
tions; all  fully  capitalized  words  are  new  material. 
ADOPTED  AS  AMENDED,  APRIL  29,  1972 

Meeting  adjourned  sine  die  at  9:25  A.M. 

Edward  Sattenspiel,  M.D. 
Secretary 
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ARIZONA  BLUE  SHIELD 
CORPORATE  BODY 


Annual  meeting  of  the  Corporate  Body  of  Arizona 
Blue  Shield  Medical  Service  — Second  Regular  Session, 
held  in  Room  A-2  of  the  Convention  Center  of  the 
Safari  Hotel,  Scottsdale,  Arizona,  Saturday,  April  29, 
1972,  convened  at  10:35  A.M.,  Donald  F.  Griess,  Presi- 
dent, presiding,  who  called  the  meeting  to  order. 

ROLL  CALL 

Dr.  Griess  introduced  the  lay  members  of  the  Blue 
Shield  Board  of  Directors  in  attendance:  Messrs.  W.  E. 
Bentley,  Daniel  W.  Capps,  E.  N.  Holgate,  J.  W.  Parker, 
and  Nestor  R.  Roos,  D.B.A.  Mr.  Joseph  T.  Prekup, 
Vice  President  and  Acting  President  of  the  Arizona 
Blue  Cross  Board  of  Directors,  was  also  in  attendance. 

Calling  of  the  “Roll”  was  dispensed  with,  it  having 
been  announced  a quorum  present,  including  those  mem- 
bers of  the  House  of  Delegates  of  the  Arizona  Medical 
Association,  serving  as  corporate  members  of  Arizona 
Blue  Shield,  having  registered,  signed-in  and  duly 
recorded. 

MINUTES 

It  was  regularly  moved  and  carried  that  the  minutes 
of  the  first  regular  session  of  this  Corporate  Body  of 
Arizona  Blue  Shield  Medical  Service,  assembled  in  an- 
nual meeting  held  April  25,  1972,  presented  and  read, 
be  approved. 

ELECTION  — BOARD  OF  DIRECTORS 
AND  MEDICAL  REVIEW 
COMMITTEE  MEMBERS 

The  report  of  the  Nominating  Committee  relating  to 
vacancies  in  membership  of  the  Blue  Shield  Board  of 


Directors  and  Medical  Review  Committee  having  been 
delivered  and  supplemented  during  the  first  regular 
session  of  this  Corporate  Body,  the  biographies  of  Wil- 
liam S.  Boice,  D.D.,  Mary  Curtis  (Mrs.  Francis  I.), 
Anthony  V.  Ehmann  and  Roy  J.  Gould  having  been 
read,  and  there  being  no  further  nominations  from  the 
floor,  Dr.  Griess  ordered  the  election  proceeded  with. 
He  appointed  eight  members  as  tellers,  and  directed  the 
distribution  of  the  revised  ballots  and  collection  thereof 
following  voting,  the  count  and  report  thereon  to  be 
made  on  completion.  The  assembly  then  proceeded 
with  the  next  order  of  business. 

REPORT  — REFERENCE  COMMITTEE 
ON  AMENDMENTS, 

REPORTS  AND  RESOLUTIONS 

Dr.  Ashton  B.  Taylor,  chairman,  presented  and  read 
the  report  of  the  Reference  Committee  on  Amendments, 
Reports  and  Resolutions  made  a part  of  these  minutes. 

REPORT  OF  THE  PRESIDENT 

It  was  regularly  moved  and  carried  that  the  Report 
of  the  President  be  received,  adopted,  and  that  a large 
measure  of  thanks  be  extended  to  Dr.  Griess. 

REPORT  OF  THE  TREASURER 

It  was  regularly  moved  and  carried  that  the  Report 
of  the  Treasurer  be  received,  adopted,  and  that  a large 
measure  of  thanks  also  be  extended  to  Mr.  Holgate. 

REPORT  OF  THE  EXECUTIVE 
DIRECTOR 

Of  special  note  was  Mr.  Foster’s  recommendation 
that  an  additional  12  months  were  needed  to  phase-out 
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the  old  service  benefit  contracts,  this  delay  having 
been  necessary  by  the  Wage-Price  Freeze  of  recent 
months. 

It  was  regularly  moved  and  carried  that  the  Report 
of  the  Executive  Director  be  received  and  adopted, 
including  the  12  months  delay  requested. 

REPORT  OF  THE  MEDICAL  REVIEW 
COMMITTEE 

It  was  regularly  moved  and  carried  that  the  Report 
of  the  Medical  Review  Committee  be  received  and 
adopted,  also  with  grateful  thanks  to  Dr.  Scharf  for 
his  time  and  efforts. 

Bylaws  Amendments 

It  was  regularly  moved  and  carried  that  Resolution 
No.  A- 1-72,  providing  for  the  election  of  a Treasurer 
who  shall  not  be  a member  of  the  Board  (Articles  IV 
and  V),  be  adopted,  as  amended,  as  set  forth  below: 
RESOLVED,  that  Article  IV  — Committees  (Section  1.), 
be  amended  to  read: 

Section  1.  Executive  Committee.  There  shall  be  an 
Executive  Committee  consisting  of  the  President, 
Vice  President  and  Secretary,  and  in  addition  four 
members  of  the  Board  of  Directors  to  be  elected 
annually  to  such  committee  by  the  Board.  The 
Executive  Committee  shall  elect  its  own  Chairman 
and  have  and  exercise  the  powers  of  the  Board 
of  Directors  when  the  Board  is  not  in  session,  ex- 
cepting such  powers  as  may,  by  law  or  by  these 
By-Laws,  be  required  to  be  exercised  by  the  Board 
of  Directors,  and  further  excepting  such  powers 
as  the  Board  may  expressly  reserve  for  itself.  The 
Executive  Committee  may  act  by  the  written  con- 
sent of  the  majority  of  the  members  thereof  although 
not  formally  convened.  The  Executive  Committee 
shall  keep  regular  minutes  of  its  proceedings  and 
report  the  same  to  the  Board  at  its  next  regular 
meeting,  or  when  required.  The  vote  or  written 
consent  of  the  majority  of  the  members  of  the 
Executive  Committee  shall  be  necessary  to  the 
taking  of  any  action  by  this  committee. 

RESOLVED,  that  Article  V — Officers  (Sections  1.  and 
11.),  as  amended,  be  amended  to  read: 

Section  1.  Executive  Officers.  The  President,  one 
or  more  Vice  Presidents  and  the  Secretary  of  the 
Corporation  shall  be  elected  by  the  Board  of  Direc- 
tors from  its  membership  at  the  annual  meeting  of 
the  Board  of  Directors  for  terms  of  office  of  one 
year  and  until  their  successors  have  been  duly 
elected  and  have  qualified.  The  Treasurer  and 
other  officers  of  the  Corporation  shall  be  elected 
by  the  Board  of  Directors,  but  the  Treasurer  shall 
not  be  a member  of  the  Board  or  a member  of 
the  Corporation;  all  officers  shall  serve  at  the  pleas- 
ure of  the  Board. 

Section  11.  Compensation.  No  member  of  the 
Board  of  Directors,  acting  as  such,  nor  the  Presi- 
dent, any  Vice  President  or  the  Secretary,  acting 
as  such,  shall  receive  any  salary,  compensation, 
bonus  or  other  emolument. 

It  was  regularly  moved  and  carried  that  Resolution 
No.  A-2-72,  providing  for  one  nominee  for  each  repre- 
sentative of  the  public  (Article  IV)  be  referred  back  to 
the  Board  of  Directors.  It  had  provided: 

RESOLVED,  that  Article  IV  — Committees  (Section 


4.)  be  amended  to  read: 

Section  4.  Nominating  Committee.  The  nominating 
committee  shall  consist  of  5 members  appointed 
annually,  two  by  the  President  of  the  Arizona  Med- 
ical Association  from  its  membership,  and  two 
physicians,  one  of  whom  shall  be  a member  of  the 
Medical  Review  Committee,  one  of  whom  shall  be  a 
member  of  the  Board,  and  one  lay  person  to  be  se- 
lected by  the  Board  of  Directors  of  this  Corporation. 
The  committee  shall  be  appointed  at  least  16  weeks 
prior  to  the  annual  meeting  of  the  Membership 
of  the  Corporation.  The  committee  shall  notify  all 
participating  physicians  of  the  upcoming  vacancies 
on  the  Board  of  Directors  and  the  Medical  Review 
Committee  soliciting  suggestions  for  nominations. 
The  committee  in  making  these  nominations  will 
give  due  consideration  to  representation  of  the 
various  specialties  and  to  geographic  representation. 
At  least  8 weeks  prior  to  the  annual  meeting  of 
the  membership  of  the  Corporation,  the  Nominat- 
ing Committee  shall  report  at  least  two  nomina- 
tions for  each  of  the  forthcoming  physician  and 
hospital  representative  vacancies  on  the  Board  of 
Directors  and  on  the  Medical  Review  Committee, 
and  one  nomination  for  each  representative  of  the 
public  vacancy  on  the  Board. 

It  was  the  feeling  of  the  Reference  Committee  that 
the  names  of  the  nominees  should  receive  more  wide- 
spread publicity  than  is  done  at  the  present  time  so  that 
all  members  of  the  Corporate  Body  may  be  adequately 
informed  prior  to  the  meeting  and  may  have  a chance 
to  inform  the  Nominating  Committee  of  their  pleasure 
or  displeasure.  It  was  further  pointed  out  nominations 
from  the  floor  continue  quite  proper  if  the  composer 
has  made  sufficient  preparation. 

It  was  regularly  moved  and  carried  that  Resolution 
No.  A-3-72,  providing  for  membership  tenure  on  the 
Board  of  Directors  (Article  III),  be  adopted,  as  amended, 
as  set  forth  below: 

RESOLVED,  that  Article  III  — Board  of  Directors  (Sec- 
tion 3.),  be  amended  to  read: 

Section  3.  Number,  Qualifications  and  Tenure.  The 
Board  of  Directors  shall  consist  of  not  less  than 
nine  nor  more  than  twenty-five  members.  The 
chairman  of  the  Medical  Review  Committee  shall 
be  an  automatic  member  of  the  Board  of  Directors, 
all  other  members  of  the  Board  of  Directors  shall 
be  elected  by  the  Membership  at  its  annual  meet- 
ings for  three-year  terms  of  office  so  arranged  that 
the  terms  of  approximately  one-third  of  the  direc- 
tors will  expire  each  year,  thereby  assuring  contin- 
uity upon  the  Board.  Approximately  two-thirds 
of  the  directors  at  any  time  in  office  shall  be 
physicians  and  surgeons,  one  of  whom  shall  be  the 
chairman  of  the  Medical  Review  Committee,  all 
of  whom  are  licensed  to,  and  actively  engaged  in, 
the  practice  of  medicine  within  the  State  of  Arizona 
who  are  members  of  the  Arizona  Medical  Asso- 
tion.  Physician  members  of  the  Board  need  not  be 
members  of  the  Corporation  when  elected  to  office. 
At  least  one  member  of  the  Board  of  Directors 
shall  be  a person  representative  of  the  hospitals 
of  the  State  of  Arizona.  The  remainder  of  the 
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members  of  the  Board  shall  not  be  physicians  nor 
representatives  of  hospitals,  but  shall  be  represen- 
tatives of  the  public  and  citizens  of  this  State  known 
for  their  interest  in  public  betterment.  The  Presi- 
dent and  the  Secretary  of  the  Arizona  Medical 
Association  shall  be  ex-officio  non-voting  members 
of  the  Board  of  Directors,  and  they  shall  not  be 
counted  in  determining  the  total  number  of  members 
of  the  Board.  Members  of  the  Board  may  be  re- 
elected as  Directors,  but  no  Director  may  serve 
more  than  three  full  consecutive  terms. 

Resolutions 

It  was  regularly  moved  and  carried  that  Resolution 
No.  1-72,  relating  to  liability  for  professional  services 
involving  delinquent  claims,  be  adopted,  as  set  forth 
below: 

WHEREAS,  an  orderly  processing  of  claims  by  the 
Corporation  and  a proper  determination  of  a pre- 
mium subject  to  experience-rating  require  that  a 
participating  physician  file  timely  report  to  the 
Corporation  of  each  professional  service  he  per- 
forms for  which  the  Corporation  may  be  liable  by 
provision  of  its  subscription  contracts;  and 
WHEREAS,  the  Corporation’s  board  of  directors  has 
concluded  that  the  end  of  the  calendar  year  next 
following  the  year  in  which  any  such  professional 
service  is  performed  constitutes  ample  opportunity 
for  filing  of  such  report  except  in  a case  where 
the  Corporation’s  subscriber  at  time  of  service  has 
failed  to  inform  the  physician  of  his  coverage;  and 
WHEREAS,  on  September  15,  1971,  the  Corporation’s 
board  of  directors  authorized  subscription  contracts 
to  include  a provision  setting  such  a time  limit  for 
filing  of  claims;  and 

WHEREAS,  the  Corporation  pursuant  to  that  authoriza- 
tion has  drafted  and  is  now  selling  subscription 
contracts  containing  such  a provision,  worded  ap- 
proximately as  follows: 

“No  allowance  shall  be  payable  to  the  physician 
respecting  professional  services  performed  where  the 
necessary  claim  report,  billing,  proof  of  loss  or 
notice  is  not  filed  with  the  Corporation  by  the  end 
of  the  calendar  year  next  following  the  year  such 
services  are  performed.”;  and 
WHEREAS,  the  Arizona  Insurance  Department  has  ap- 
proved for  issuance  in  Arizona  subscription  contracts 
of  the  Corporation  containing  such  provision;  and 
WHEREAS,  the  effect  of  that  provision  in  any  sub- 
scription contract  is  to  relieve  the  Corporation  of 
any  and  all  liability  for  a claim  respecting  which 
a physician  has  not  made  a filing  by  the  end  of 
the  calendar  year  next  following  the  year  such  serv- 
ices are  performed;  and 

WHEREAS,  the  discovery  by  the  physician  of  any 
such  non-liability  of  the  Corporation  in  a particular 
case  could  result  in  a subsequent  billing  by  him  to 
the  subscriber  of  the  amount,  or  a portion  thereof, 
which,  through  timely  billing  of  the  Corporation, 
would  have  been  its  obligation  by  provision  of 
subscription  contracts;  and 

WHEREAS,  except  in  a case  where  the  Corporation’s 
subscriber  at  time  of  service  has  failed  to  inform 
the  physician  of  his  coverage,  any  such  billing 
by  the  physician  upon  the  subscriber  would  be 


inequitable  and  would  place  an  unreasonable  bur- 
den upon  him;  and 

WHEREAS,  it  is  the  position  of  this  Corporate  Body 
that  in  any  such  circumstance  of  failure  by  the 
participating  physician  to  file  timely  report  to  the 
Corporation  there  should  be  allowed  in  lieu  thereof 
no  such  billing  by  him  upon  a subscriber;  therefore 
be  it 

RESOLVED,  respecting  any  subscription  contract  which 
the  Corporation  has  issued  containing  a provision 
requiring  a claim  report,  billing,  proof  of  loss  or 
notice  to  be  filed  with  the  Corporation  by  the  end 
of  the  calendar  year  next  following  the  year  such 
services  are  performed,  if  a participating  physician, 
who  has  performed  a professional  service  upon 
the  Corporation’s  subscriber,  fails  to  so  file  within 
such  time,  then,  except  in  a case  where  the  Cor- 
poration’s subscriber  at  time  of  service  has  failed 
to  inform  the  physician  of  his  coverage,  the  partici- 
pating physician  shall  absorb  the  entire  burden  of 
such  failure  and  shall  not  subsequently  bill  the 
subscriber  or  the  Corporation  in  any  amount  for 
such  services. 

It  was  regularly  moved  and  carried  that  Substitute 
Resolution  No.  2-72,  relating  to  Health  Maintenance 
Organizations,  as  presented  and  read,  be  not  adopted. 
It  had  provided: 

WHEREAS,  Arizona  Blue  Shield  endorses  the  fee-for- 
service  concept  and  believes  that  it  should  be  avail- 
able to  all  current  and  potential  Blue  Shield  sub- 
scribers; and 

WHEREAS,  this  concept  may  undergo  some  modifica- 
tions in  the  future  due  to  consumer  and  govern- 
mental pressures;  and 

WHEREAS,  the  Maricopa  County  Foundation  for  Med- 
ical Care  and  the  University  of  Arizona  have  accept- 
ed grants  and  are  currently  engaged  in  programs 
to  evaluate  HMO  development;  and 
WHEREAS,  the  Corporate  Body  one  year  ago  directed 
Arizona  Blue  Shield  staff  to  study  innovative  sys- 
tems of  health  care  financing  and  delivery;  now 
therefore  be  it 

RESOLVED,  that  a trial  program  may  be  instituted  by 
Arizona  Blue  Shield  as  described  in  the  staff  re- 
port, and  if  requested  by  duly  constituted  physician 
groups,  Foundations,  or  other  providers  of  health 
care;  and  be  it  further 

RESOLVED,  that  a detailed  report  of  any  such  trial 
program  be  submitted  to  the  Corporate  Body  not 
less  than  30  days  prior  to  the  1973  Annual  Meeting. 

It  was  regularly  moved  and  carried  that  Substitute 
Resolution  No.  3-72,  relating  to  annual  enlistment  of 
participating  physicians,  as  presented  and  read,  be 
adopted,  as  set  forth  below: 

WHEREAS,  the  financing  and  future  directions  of 
health  insurance  is  changing  and  the  relationship 
of  Arizona  Blue  Shield  to  organized  providers  and 
participating  members  is  changing;  and 
WHEREAS,  Arizona  Blue  Shield  continues  to  be  subsi- 
dized by  its  participating  physicians  on  service 
benefits;  and 

WHEREAS,  Arizona  Blue  Shield  must  now  bring  all 
their  programs  and  procedures  into  line  with  similar 
programs  offered  by  insurance  companies;  there- 
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fore  be  it 

RESOLVED,  that  Arizona  Blue  Shield  be  required  to 
annually  enlist,  by  application  to  each  physician, 
participating  membership  in  Arizona  Blue  Shield. 
It  was  regularly  moved  and  carried  that  Substitute 
Resolution  No.  4-72,  relating  to  cooperation  between 
Arizona  Blue  Shield  and  Foundation  Plans,  as  presented 
and  read,  be  adopted,  as  set  forth  below: 

WHEREAS,  the  Corporate  Body  is  charged  with  the 
responsibility  of  determining  policy  for  Arizona 
Blue  Shield;  and 

WHEREAS,  it  is  the  responsibility  of  the  Board  of 
Directors  and  Administrative  Staff  of  Arizona  Blue 
Shield  to  carry  out  the  policies  as  established  by 
the  Corporate  Body;  and 

WHEREAS,  practicing  physicians  in  Maricopa  County 
and  Pima  County  have  formed  Medical  Care 
Foundations;  and 

WHEREAS,  the  State  Medical  Association  through  its 
Board  of  Directors  has  instructed  that  a United 
Foundations  of  Arizona  be  developed;  and 
WHEREAS,  the  Corporate  Body  clearly  expressed  a 
desire  for  cooperation  between  Blue  Shield  and 
Foundation  programs  last  year;  and 
WHEREAS,  conflicts  appear  to  be  continuing  between 
Foundation  Plans  and  Arizona  Blue  Shield;  now 
therefore  be  it 

RESOLVED,  that  a liaison  committee  composed  of 
representatives  from  Arizona  Blue  Shield,  Medical 
Foundation  Plans  and  the  Arizona  Medical  Asso- 
ciation be  established  to  meet  on  a regular  and 
continuing  basis  to  develop  the  necessary  coopera- 
tion between  Arizona  Blue  Shield  and  the  Founda- 
tions, the  membership  of  this  committee  will  con- 
sist of  two  members  from  Arizona  Blue  Shield,  one 
member  from  each  Foundation  Plan  and  two 
members  from  the  Arizona  Medical  Association, 
each  to  be  appointed  by  the  Presidents  of  the 
respective  organization. 

It  was  regularly  moved  and  carried  that  the  Report 
of  the  Reference  Committee  on  Amendments,  Reports 
and  Resolutions  be  adopted  as  a whole. 

ELECTION  RETURNS 

Doctor  Jack  M.  Layton,  Chairman  of  the  Tellers 
reported  the  results  of  the  election  as  follows,  each  for 
a term  of  three  (3)  years  unless  otherwise  indicated: 
Board  of  Directors  — Membership  (7) 

Curtis,  Mary  (Mrs.  Francis  I.)  (Phoenix) 

Creasman,  M.  D.,  Richard  W.  (Phoenix) 

Ehmann,  Anthony  V.  (Phoenix) 

Gould,  Roy  J.  (Phoenix) 

Griess,  M.D.,  Donald  F.  (Tucson) 

Holgate,  E.  N.  (Phoenix)  1972-73 
Magee,  Jr.,  M.D.,  John  W.  (Tucson) 

Medical  Review  Committee  (4) 

Kirschner,  M.D.,  Rudolf  (Phoenix) 

Linkner,  M.D.,  Laurence  M.  (Phoenix) 

Loffer  ,M.D.,  Franklin  D.  (Phoenix) 

Nash,  M.D.,  George  W.  (Tucson) 

Meeting  adjourned  sine  die  at  11:35  A.M. 

John  S.  Carlson,  M.D. 

Secretary 


NEW  ATTENDANCE  RECORD  SET 
1972  ANNUAL  MEETING  ATTENDANCE  REPORT 


Per  cent 

County  No.  of  Members 

of  Members 

County  Membership  Registered 

Registered 

Apache 

9 

3 

33.3% 

Cochise 

27 

7 

25.9% 

Coconino 

41 

11 

26.8% 

Gila 

14 

5 

35.7% 

Graham 

7 

3 

42.0% 

Greenlee 

6 

1 

16.6% 

Maricopa 

1139 

387 

33.9% 

Mohave 

12 

5 

41.7% 

Navajo 

7 

2 

28.5% 

Pima 

495 

99 

20.0% 

Pinal 

35 

10 

28.5% 

Santa  Cruz 

9 

3 

33.3% 

Yavapai 

28 

9 

32.1% 

Yuma 

37 

5 

13.5% 

Member 

Totals 

1866 

550 

29.5% 

Non-member 

M.D.’s*  

.......  151 

Doctors  of  Osteopathy 

8 

Total  Physician  Registration 

.......  709 

Non-Physician 

Registration** 

329 

Total  Registration  

1038 

^Breakdown  of  Non- 
member M.D.’s 
Interns  & Residents  35 


Guest  Speakers  ...  30 

Out  of  State 40 

In  State  46 

151 

* “Breakdown  of  Non- 
physician Registration 

Exhibitors  159 

Woman’s  Auxiliary . 150 
Medical  Students  . . 2 

Others  18 


329 

States  and  Countries  Represented  in 
“Out-of-State”  Group 


California  6 

Colorado  4 

Hong  Kong,  China  1 

Illinois  3 

Indiana  1 

Iowa  1 

Louisiana  1 

Michigan  1 

Minnesota  1 

Nebraska  1 

North  Carolina  1 

New  Jersey  1 

New  Mexico  3 

New  York  3 

Oregon  2 

South  Dakota  4 

Texas  1 

Wisconsin  2 

Washington  2 


40 


ARIZONA  MEDICINE  5Q9 


ANNUAL  MEETING 
HIGHLIGHTS 


"'N 

ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

FINANCE  COMMITTEE 

The  meeting  of  the  Finance  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  2555  E.  Adams  Street, 
Tucson,  Arizona  on  Saturday,  February  26,  1972,  con- 
vened at  1:14  p.m.,  William  C.  Scott,  M.D.,  Treasurer 
and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  March  27,  1971 
were  approved  as  distributed. 

1971  AUDIT 

Mr.  Dole  reviewed  the  audit  report  stating  that  the 
report  is  on  an  “acrual”  basis  instead  of  a “cash”  basis 
as  has  been  done  in  past  years. 

All  schedules  and  sub-notes  were  reviewed  in  depth 
by  the  Committee.  (The  entire  audit  report  is  available 
from  the  Executive  Director  upon  request.) 

REPORT  RECEIVED. 

1973  BUDGET 

Dr.  Scott  reviewed  the  1973  proposed  budget  and 
several  adjustments  made.  Explanation  was  made  regard- 
ing the  new  format. 

It  was  moved  and  carried  to  recommend  to  the  House 
of  Delegates  the  following  budget  for  1973: 


General  Operations 

Income 

$197,500 

Expenditures 

$153,900 

Contin- 

gency 

$43,600 

Committee  Operations 

3,000 

33,700 

(30,700) 

Annual  Meeting 

31,500 

29,600 

1,900 

Publishing  Operations 

60,330 

53,900 

6,430 

Building  Operations 

15,200 

18,000 

(2,800) 

Benevolent  & Loan 

500 

550 

(50) 

TOTAL 

$308,030 

$289,650 

$18,380 

PRINTING  DEPARTMENT  PROPOSAL 

Mr.  Robinson  reviewed  the  proposal  to  have  the 
Association  have  its  own  printing  department. 

It  was  indicated  that  it  would  cost  approximately 
$42,000  for  the  necessary  equipment  plus  the  salary  of 
an  operator. 

It  was  moved  and  carried  that  the  Finance  Committee 
recommend  to  the  Board  that  we  establish  a printing 
department  using  a 5-year  lease  purchase  arrangement 
for  acquiring  the  necessary  equipment. 

JOURNAL-MINUTES 

As  a cost  saving  mechanism  it  was  determined  that 
the  Committee  would  recommend  to  the  Board  that  only 
the  Board  minutes  be  published  in  the  Journal. 

Meeting  adjourned  3:30  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Thursday, 


April  6,  1972,  convened  at  7:09  p.m.,  Robert  E.  T.  Stark, 
M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  January  25,  1972 
were  approved  as  distributed. 

RESIGNATION 

The  request  of  Donald  F.  Schaller,  M.D.  for  resigna- 
tion from  the  Medical  Education  Committee  due  to 
other  pressing  activities  and  the  inability  to  attend 
meetings  was  accepted  with  regrets. 

REPORT  ON  AMA  PHYSICIAN'S 
RECOGNITION  AWARD 

Reciprocity 

Dr.  Stark  reported  that  he  attended  the  AMA  Sub- 
committee for  the  Physician’s  Recognition  Award  on 
February  3,  1972.  The  Committee  reviewed  our  letter 
requesting  reciprocity  and  it  was  approved  and  forward- 
ed to  the  Advisory  Committee  on  Continuing  Medical 
Association,  which  accepted  the  approval  of  the  Sub- 
committee. Dr.  Stark  advised  that  the  Council  on 
Medical  Education  had  approved  our  request  during 
their  meeting  in  March,  however,  official  word  has 
not  been  received  to  date. 

Changes  in  AMA  Physician’s  Recognition  Award 

Dr.  Stark  reviewed  the  changes  recommended  to  and 
accepted  by  the  Council  on  Medical  Education  and 
assigned  a subcommittee  of  Drs.  Jennett,  Sattenspiel, 
and  Stark  to  review  the  changes  and  consider  their 
application  to  the  ArMA  Certificate  in  Continuing 
Medical  Education. 

ArMA  ACCREDITATION  PROGRAM 

Dr.  Sheeley  reported  that  the  Subcommittee  met 
with  Rutledge  Howard,  M.D.  of  AMA  on  March  9 to 
discuss  ArMA’s  involvement  in  accrediting  Arizona  in- 
stitutions. Dr.  Howard  suggested  that  ArMA  proceed 
with  a pilot  accreditation  project  with  limited  funds  and 
apply  for  AMA  approval.  It  was  further  suggested  that 
the  organization  requesting  approval  participate  in  the 
expenses  and  Arizona  Blue  Cross/Blue  Shield  may  also 
participate  in  the  expenses. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  ArMA  apply  for  formal  application  to 
the  AMA  for  approval  to  accredit  teaching  organizations 
in  continuing  medical  education  with  the  stipulation 
that  the  initial  twelve  months  be  on  a pilot  basis. 

MEDICAL  CAREERS  PROGRAM 
FOR  MINORITY  GROUPS 

Dr.  Wagner  presented  the  following  from  the  Profes- 
sional Committee: 

“The  Section  on  Public  Health,  Professional  Com- 
mittee, suggested  that  steps  should  be  taken  to 
encourage  medical  training  among  the  Indian  Na- 
tions and  that  the  Navajo,  the  largest  and  wealth- 
iest tribe,  would  be  the  group  for  earliest  efforts 
in  this  area.  It  was  suggested  that  there  be  an 
investigation  of  possible  resurrection  of  the  Medical 
Careers  Program  or  any  other  group  concern  with 
the  principle  of  stimulating  minority  groups  to 
become  involved  in  medical  education,  and  that 
we  communicate  with  the  Indian  Affairs  Commis- 
sion regarding  their  receptiveness  to  such  educa- 
tional activities.” 

It  was  moved  and  carried  to  refer  the  resurrection  of 
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a medical  careers  program  with  the  principle  of  stim- 
ulating minority  groups  to  become  involved  in  medical 
education  and  possible  communication  with  the  Indian 
Affairs  Commission  regarding  their  receptiveness  to 
such  educational  activities  to  the  Medical  Education 
Committee,  which  represents  the  Association  on  all 
questions  relating  to  medical  education  at  all  levels. 

Dr.  Layton  informed  the  Committee  that  the  College 
of  Medicine  has  been  very  interested  in  the  subject 
and  has  had  a minority  group  opportunity  committee 
in  operation.  William  Willard,  Ph.D.,  a faculty  member 
of  the  College  of  Medicine,  has  been  instrumental  in 
starting  the  Med  Start  Program,  organized  to  bring 
health  career  opportunities  to  the  attention  of  the  minor- 
ities. Dr.  Layton  reports  that  this  has  been  very  success- 
ful to  date.  The  Urban  Coalition  plus  others  have  given 
grants  to  carry  on  this  program  and  further  grants  are 
being  applied  for.  Dr.  Layton  will  forward  data  to  the 
Committee  on  the  Med  Start  Program  for  their  informa- 
tion. 

It  was  determined  that  ArMA  write  to  Dr.  Willard 
indicating  our  interest  in  his  continuing  efforts  in  the 
program  and  offering  our  assistance. 

REQUEST  FOR  APPROVAL 
OF  A PROGRAM 

A request  was  received  to  approve  a ten-week  course 
by  the  Arizona  Society  of  Clinical  Hypnosis,  a compo- 
nent section  of  the  American  Society  of  Clinical  Hyp- 
nosis, for  30  credit  hours  toward  the  Certificate  in 
Continuing  Medical  Education.  There  was  considerable 
discussion  regarding  the  course. 

It  was  moved  and  carried  to  allow  one  elective  credit 
hour  per  weekly  session,  maximum  of  ten  weeks,  con- 
tingent on  the  chairman  ascertaining  from  independent 
sources  that  this  is  an  ethical  association. 

THIRD  NATIONAL  CONFERENCE 

OF  S1TATF  MFITTCAT 

ASSOCIATION  REPRESENTATIVES  ON 
CONTINUING  MEDICAL  EDUCATION 

AMA  announced  that  plans  have  been  developed  for 
the  Third  National  Conference  of  State  Medical  Asso- 
ciation Representatives  on  Continuing  Medical  Educa- 
tion to  be  held  on  October  24-26,  1972  in  the  Ambassa- 
dor Hotel,  Chicago. 

It  was  moved  and  carried  to  request  that  the  Board 
of  Directors  authorize  the  necessary  funds  to  send  a 
member  of  the  committee  to  the  AMA’s  third  national 
conference  of  State  Medical  Association  representatives 
on  continuing  medical  education. 

COMMUNITY  EDUCATION  SERVICE 
AREAS  (CESA) 

Dr.  Melick  reported  that  the  RMP  has  received 
encouragement  that  there  may  be  funds  available  to 
effect  the  fifteen  service  areas  and  that  they  are  com- 
municating with  Washington  in  the  hope  to  receive 
the  necessary  funds. 

OTHER  BUSINESS 

ArMA  Annual  Meeting 

There  was  discussion  regarding  the  Continuing  Med- 
ical Education  Program  and  the  ArMA  Annual  Meeting. 
It  was  determined  to  seek  time  from  the  Scientific 
Assembly  Committee  during  the  1973  Annual  Meeting 
for  a breakfast  or  round  table  discussion  on  the  Certifi- 
cate in  Continuing  Medical  Education. 


Next  Meeting 

It  was  determined  that  the  next  meeting  of  the  Med- 
ical Education  Committee  will  be  held  in  Tucson  on 
May  18,  1972. 

Meeting  adjourned  at  9:30  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  Tuesday,  April 
25,  1972,  in  the  Lanai  Room,  Safari  Hotel,  4601  N. 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  7:02 
a.m.,  James  L.  Grobe,  M.D.,  President  and  Chairman 
presiding. 

MINUTES 

Minutes  of  the  meeting  held  February  26,  1972,  were 
approved  as  distributed. 

ROBERT  CARPENTER  RETIREMENT 

As  requested  at  a previous  Executive  Committee 
meeting,  the  subject  retirement  program  was  reviewed 
— Received  for  information. 

GOVERNMENTAL  SERVICES 
COMMITTEE  — STAFF 

This  matter  referred  by  the  Board  of  Directors  for 
study  was  reviewed.  It  was  determined  that  finances 
for  this  additional  staffing  were  not  available.  It  was 
determined  to  take  no  further  action  at  this  time. 

AD  HOC  COMMITTEE  ON  PROGRAM 
DEVELOPMENT  AND 
ADMINISTRATIVE  EVALUATION 

The  Committee  reviewed  the  following  proposal 
referred  to  it  for  study  by  the  Board  of  Directors: 

“In  an  endeavor  to  improve  communications  between 
the  American  Medical  Association,  this  Association 
and  the  constituent  county  medical  societies,  it  is  de- 
termined, as  a policy,  that  a delegate  to  the  American 
Medical  Association  be  present  and  report  at  least  an- 
nually to  the  county  medical  society  on  matters  concern- 
ing the  American  Medical  Association;  that  a member 
of  the  Board  of  Directors  of  the  Arizona  Medical  Asso- 
ciation be  present  at  a majority  of  county  medical 
society  meetings;  that  a district  director  attend  at  least 
one  meeting  a year  of  each  society(s)  within  his  district; 
and  that  the  delegate  to  the  American  Medical  Associa- 
tion, member  of  the  ArMA  Board  of  Directors,  and 
district  director  file  a written  report  with  the  ArMA 
Board  of  Directors  during  meeting  immediately  follow- 
ing their  visitation.” 

Following  much  discussion  it  was  recommended  that 
“written”  reports  not  be  demanded  and  that  the  whole 
matter  be  again  referred  to  the  Board  of  Directors. 

PRINTING  MINUTES  IN  ARIZONA 
MEDICINE 

The  possibility  of  reducing  the  journal  costs  by  not 
printing  committee  meeting  minutes  was  discussed  as 
requested  by  the  Board  of  Directors.  It  was  estimated 
that  an  annual  savings  of  $2,894.76  could  be  realized. 
Dr.  Scott  indicated  that  the  general  feeling  of  the 
Board  was  to  not  change  the  current  policy. 

INTERN  & RESIDENT  MEMBERSHIP 

The  AMA  request  to  establish  “a  mechanism  for  par- 
ticipation in  policy  development”  on  the  part  of  interns 
and  residents  was  reviewed. 
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It  was  moved  and  carried  to  refer  this  matter  to  the 
Ad  Hoc  Committee  on  Program  Development  and 
Administrative  Evaluation. 

UNITED  BUYING  SERVICE 

The  United  Buying  Service’s  proposal  was  turned 
down  due  to  lack  of  statewide  coverage. 

ARIZONA  SOCIETY  OF 
OTOLARYNGOLOGY 

It  was  moved  and  carried  to  officially  recognize  the 
subject  society  as  requested  in  their  letter  of  April  11, 
1972. 

FAMILY  PRACTICE  RESIDENCY 
REQUEST 

The  request  of  Robert  W.  Brazie,  M.D.,  for  temporary 
help  to  function  as  an  intermediary  for  funds  while  the 
subject  program  is  being  organized  at  Scottsdale  Mem- 
orial Hospital  was  discussed. 

Mr.  Jacobson  suggested  that  this  should  be  handled 
through  the  ArMA  Foundation  and  not  the  Association. 
The  request  was  approved.  Mr.  Jacobson  is  to  be  asked 
to  review  the  matter  for  procedural  aspects. 

BOARD  OF  DIRECTORS  AGENDA 
4/25/72 

The  committee  reviewed  the  subject  agenda  and  pre- 
pared several  recommendations. 

COMMUNICATIONS 

Mr.  Robinson  reported  that  the  Association  had  been 
named  in  a suit  filed  by  the  Monte  Vista  Medical 
Clinic,  P.C.,  Lester  E.  Kron  and  W.  Neil  Chloupek  vs. 
Arizona  Medical  Association  and  Arizona  Board  of 
Medical  Examiners.  Mr.  Jacobson  indicated  that  it 
appears  that  ArMA  is  incorrectly  named  in  the  suit 
and  that  efforts  are  underway  to  see  if  we  can  be 
eliminated  from  the  complaint.  The  complaint  deals  with 
the  Board  of  Medical  Examiner’s  recent  statement  on 
the  use  of  injectible  amphetamines.  —Received. 

OTHER  BUSINESS 

National  Health  Service  Corps 

Several  requests  were  presented  for  rush  action  on 
statements  of  need  for  physician  shortage  areas.  The 
committee  determined  that  this  should  be  handled  in 
the  routine  manner  and  referred  it  to  the  Ad  Hoc 
Committee  on  Locum  Tenens  and  Health  Manpower  to 
be  considered  at  their  May  6,  1972  meeting. 

SAMA  Request 

The  request  from  SAMA  for  a $200  contribution  to- 
ward sending  delegates  to  a meeting  in  Los  Angeles  was 
discussed. 

It  was  moved  and  carried  that  this  particular  request 
not  be  approved  but  that  the  matter  of  making  a reg- 
ular contribution  to  the  SAMA  general  budget  be  placed 
on  a subsequent  Board  of  Directors  agenda. 

Meeting  adjourned  8:36  a.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  in  the  French  Quarter 
of  the  Safari  Hotel,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona,  April  25,  1972,  a quorum  being  present  con- 
vened at  9:04  a.m.,  James  L.  Grobe,  M.D.,  President 
and  Chairman,  presiding. 


WELCOME 

Dr.  Grobe  welcomed  the  guests  and  Glen  H.  Walker, 
M.D.  gave  the  invocation. 

MINUTES 

The  minutes  of  the  meeting  held  February  27,  1972, 
were  approved  as  distributed. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Langston  reported  a 1972  membership  of  593 
to  date  which  is  an  all-time  high.  ArMPAC  has  filed 
under  the  new  campaign  law  statements  with  the  House 
of  Representatives,  U.S.  Senate  and  the  Secretary  of 
the  State  of  Arizona.  ArMPAC  will  also  be  filing  quar- 
terly reports  on  all  funds  collected  and  disbursed  to 
candidates. 

Dr.  Langston  also  invited  the  Board  to  attend  the 
ArMPAC  Banquet  scheduled  for  Thursday  evening, 
April  27,  1972.  Received. 

BOARD  OF  DIRECTORS 

Nominees  for  BOMEX 

It  was  moved  and  carried  to  submit  the  names  of 
Karl  L.  Meyer,  M.D.,  Nogales  and  Thomas  B.  Jarvis, 
M.D.,  Globe,  to  the  Governor  as  nominees  to  fill  the 
vacancy  occurring  7/1/72  on  the  Board  of  Medical 
Examiners. 

1972-73  Meeting  Schedule 

It  was  agreed  that  the  following  be  approved  as  the 
meeting  schedule  for  the  Board  of  Directors  and  Execu- 
tive Committee: 

Board  of  Directors  Executive  Committee 

4/29/72  


7/29/72 

9/24/72  9/23/72 

11/19/72  11/18/72 

2/25/73  2/24/73 

4/24/73  Annual  Meeting  4/24/73 

It  was  understood  that  a July  meeting  of  the  Board 

would  be  called  on  a need  basis. 

BOMEX  Lease  Renewal 

It  was  moved  and  carried  to  approve  the  lease  for 
the  period  of  7/1/72  — 6/30/73  for  the  sum  of  $5,203 
with  a one-year  option  at  the  same  rate. 

General  Borrowing  Agreement 

It  was  moved  and  carried  that  the  Board  of  Directors 
authorize  borrowing  up  to  $97,000  from  the  Valley 
National  Bank  during  1972. 

Regional  Advisory  Group  of  the  Arizona 
Regional  Medical  Program 

It  was  moved  and  carried  that  the  following  names 
be  submitted  as  nominees  for  the  Regional  Advisory 
Group  of  the  Arizona  Regional  Medical  Program: 


PHILIP  E.  DEW,  M.D. 

RICHARD  O.  FLYNN,  M.D. 

DONALD  F.  SCHALLER,  M.D. 

Test  Findings  on  Sphyilis  & T.B. 

A request  for  the  Association  to  make  a statement 
that  it  is  not  unethical  to  report  positive  tests  to  the 
State  Department  of  Health  was  discussed. 

It  was  moved  and  carried  that  the  group  involved 
be  advised  that  ArMA  does  not  have  this  authority  and 
that  they  should  seek  their  own  legal  advice  on  this 
matter. 

Travelers  Professional  Liability  Insurance  Program 

Mr.  Leon  Zaccaro,  Assistant  Secretary,  Travelers  In- 
surance Companies  reported  on  the  progress  of  the  pro- 
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gram.  He  indicated  that  as  of  4/1/72  812  physicians 
are  participating  at  present.  He  indicated  that  no  rate 
increase  had  occurred  even  though  the  IRB  rates  have 
increased. 

Mr.  Zaccaro  announced  that  because  of  the  excellent 
participation,  the  Travelers  will  drop  the  20%  partner- 
ship and  corporate  charge  as  of  4/1/72.  The  Board  of 
Directors  applauded  Mr.  Zaccaro’s  report. 

EXECUTIVE  COMMITTEE 

Financial  Statement  period  Ending  3/31/72 

Dr.  Scott  presented  the  subject  statement  for  the  |irst 
three  months  operation.  Received. 

Membership  Classification  Changes  Approved 
Maricopa  County 

(a)  Kenneth  E.  Hall,  M.D.,  Revocation  of  membership 
— Account  license  revoked  — effective  3/1/72. 

(b)  Clarence  Laing,  M.D.,  Active  to  Associate  — Account 
residency  — dues  exempt  — effective  3/1/72. 

(c)  Hilton  J.  McKeown,  M.D.,  Active  to  Associate  — 
Account  retirement  — dues  exempt  — effective 
1/1/72. 

(d)  Clair  E.  Troutman,  M.D.  — Active  to  Associate  — 
Account  retirement  — dues  exempt  — effective 
1/1/72. 

Navajo  County 

(a)  Lynn  C.  McGlothin,  M.D.  — Active  to  Associate  — 
Account  residency  — dues  exempt  — effective  1/1/72. 
Pima  County 

(a)  Irvin  S.  Belzer,  M.D.  — Associate  — Account  resi- 
dency — dues  exempt  — effective  1/1/72. 

(b)  Lewis  W.  Woodruff,  M.D.  — Active  Over  70  — 
Account  age  — dues  exempt  — effective  3/14/72. 

(c)  Ralph  Fuller,  M.D.,  Active  to  Associate  — Account 
retirement  — dues  exempt  — effective  1/1/72. 

(d)  Elbert  E.  Munger,  M.D.,  Associate  to  Active  over 
70  — Account  reentering  practice  — dues  exempt  — 
effective  4/25/72. 

Santa  Cruz  County 

(a)  Edward  L.  Terbush,  M.D.,  Requests  dues  exemption 
for  1972  due  to  financial  hardship  — effective 
1/1/72. 

AD  HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

Malpractaitice  Survey 

Dr.  Jarrett  explained  the  need  to  release  the  1970 
malpractice  survey  to  the  HEW’s  Secretary’s  Commis- 
sion on  Malpractice. 

It  was  mived  and  carried  to  table  the  resolution  until 
the  House  of  Delegates  in  resolution  form. 

MEDICAL  ECONOMICS  COMMITTEE 

Dr.  Grobe  made  the  following  resolution: 

SUBJECT:  STATEWIDE  FOUNDATION  FOR  MED- 
ICAL CARE 

WHEREAS,  The  Board  of  Directors  of  the  Arizona 
Medical  Association  is  composed  in  such  a way  as 
proportionally  represent  all  Arizona  physicians;  and 
WHEREAS,  One  of  the  guiding  principles  of  Founda- 
tions for  Medical  Care  is  that  they  be  tied  closely 
to  the  sponsoring  medical  society  or  association;  and 
WHEREAS,  Such  control  as  indicated  above  is  desir- 
able for  any  foundation  created  by  this  Association; 
therefore  be  it 

RESOLVED,  That  the  Board  of  Directors  of  such  foun- 


dation be  composed  of  the  Board  of  Directors  of 
the  Arizona  Medical  Association;  and 
WHEREAS,  That  such  foundation  should  always  be 
closely  tied  to  the  Association  at  the  administrative 
level  to  prevent  some  of  the  criticism  that  is  direct- 
ed toward  Blue  Shield,  that  Blue  Shield  is  not 
responsive  to  the  Association  membership;  therefore 
be  it 

RESOLVED,  That  the  Executive  Director  of  the  Arizona 
Medical  Association  be  designated  as  the  chief 
administrative  officer  of  the  foundation. 

Following  considerable  discussion: 

It  was  moved  and  carried  to  table  the  resolution  until 
Dr.  Standifer  was  available. 

Following  discussion  on  other  matters  and  Dr.  Standi- 
fer’s  return: 

It  was  moved  and  carried  to  remove  Dr.  Grobe’s 
resolution  from  the  table. 

Discussion  ensued  on  the  above  resolution.  A request 
was  made,  and  approved,  to  divide  the  vote  on  the 
two  “resolved”  portions: 

RESOLVED,  That  the  Board  of  Directors  of  such  foun- 
dation be  composed  of  the  Board  of  Directors  of 
the  Arizona  Medical  Association; 

This  resolve  was  defeated. 

RESOLVED,  That  the  Executive  Director  of  the  Arizona 
Medical  Association  be  designated  as  the  chief 
administrative  officer  of  the  Foundation. 

This  resolve  was  defeated. 

The  Articles  of  Incorporation  and  Bylaws  of  the  pro- 
posed “United  Medical  Care  Foundations  of  Arizona, 
Inc.”  as  recommended  by  the  Medical  Economics  Com- 
mittee were  presented  as  follows: 

ARTICLES  OF  INCORPORATION 
OF 

UNITED  MEDICAL  CARE  FOUNDATIONS  OF 
ARIZONA,  INC. 

KNOW  ALL  MEN  BY  THESE  PRESENTS: 

That  the  undersigned,  whose  residences  and  post 
office  addresses  appear  opposite  their  respective  names, 
have  this  day  associated  themselves  together  for  the 
purpose  of  forming  a non-profit  corporation  under  the 
laws  of  the  State  of  Arizona  and  do  hereby  adopt  the 
following  Articles  of  Incorporation. 

ARTICLE  I 

The  name  of  this  corporation  is  and  shall  be  UNITED 
MEDICAL  CARE  FOUNDATIONS  OF  ARIZONA, 
INC. 

ARTICLE  II 

The  location  of  its  principal  place  of  business  shall 
be  at  Phoenix,  Arizona,  but  it  may  establish  other  places 
of  business  and  other  offices  at  such  other  places  within 
the  State  of  Arizona  as  the  Board  of  Directors  may 
from  time  to  time  determine. 

ARTICLE  III 

The  objects,  purposes  and  powers  of  this  corporation 
and  the  general  nature  of  the  business  it  proposes  to 
transact  are: 

(a)  To  promote  and  develop  means  whereby  medical 
services  of  all  kinds  can  be  provided  to  the  general 
public  at  reasonable  cost  and  in  accordance  with  proper 
medical  and  ethical  standards;  to  study  and  promote 
improved  methods  and  facilities  for  health  care  and  the 
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improvement  of  the  public  health;  to  study  the  means 
of  financing  health  care  and,  in  conjunction  with  county, 
area  and  multi-county  medical  foundations,  medical 
societies  and  other  professional  organizations  represent- 
ing persons  engaged  in  health  care,  hospitals,  nursing 
homes,  the  various  branches  of  government,  the  insur- 
ance industry,  representatives  of  management  and  labor, 
and  other  interested  persons,  to  study  and  promote 
improvements  in  means  of  financing  and  providing  prop- 
er medical  care;  to  promote  the  art  and  science  of 
medicine  and  to  foster  medical  education  and  to  dis- 
seminate information  to  the  general  public  concerning 
medical  science  and  health  care;  and,  in  connection 
with  the  foregoing,  contract  for  and  engage  in  providing 
peer  review  and  the  processing  of  claims  relating  to 
health  care. 

(b)  To  make  gifts  of  real  and  personal  property  to 
corporations,  trusts,  community  chests,  funds  or  founda- 
tions created  under  the  law  of  the  United  States  or  of 
any  state  or  territory  or  of  any  possession  of  the  United 
States  which  is  organized  and  operated  exclusively  for 
charitable,  scientific  or  educational  purposes  or  for  such 
business  league  purposes  as  shall  be  in  furtherance  of 
the  aims  of  this  corporation,  no  part  of  the  net  earnings 
of  which  inures  to  the  benefit  of  any  private  shareholders 
or  individual,  and  no  substantial  part  of  the  activities 
of  which  is  carrying  on  propaganda  or  otherwise  attempt- 
ing to  influence  legislation; 

(c)  To  act  as  trustee  of  trust  funds  created  solely  for 
charitable,  scientific  or  educational  purposes  or  for  such 
business  league  purposes  as  shall  be  in  furtherance  of 
the  aims  of  this  corporation; 

(d)  To  buy,  contract  for,  lease  and  in  any  other  law- 
ful ways  acquire,  take,  hold,  own  and  to  sell,  mortgage, 
lease  and  otherwise  dispose  of  lands  and  all  other  kinds 
and  classes  of  real  property  and  rights  and  interests 
therein; 

(e)  To  buy,  contract  for,  lease  and  in  any  other  law- 
ful ways  acquire,  take,  hold  and  own  personal  and 
mixed  property  of  all  kinds  and  to  sell,  mortgage,  lease 
and  otherwise  dispose  of  the  same; 

(f)  To  buy,  sell,  hold,  use,  lease  and  deal  in  franchises, 
easements,  licenses,  privileges,  patents,  rights  of  way, 
trade-marks  and  trade  names; 

(g)  To  borrow  money  and  to  issue  bonds,  debentures, 
notes,  and  other  evidences  of  indebtedness  and  obliga- 
tions from  time  to  time  for  any  lawful  corporate 
purpose  and  to  mortgage,  pledge  or  otherwise  charge 
any  or  all  of  its  properties,  rights,  privileges  and  assets 
to  secure  the  payment  thereof; 

(h)  To  accept  by  gift,  devise  or  bequest  money, 
property  or  rights; 

(i)  To  establish  terms  and  conditions  of  membership 
in  the  corporation; 

(j)  To  do  all  and  everything  necessary,  suitable  and 
proper  for  the  accomplishment  of  any  of  the  purposes 
or  attainment  of  any  of  the  objects  hereinbefore  men- 
tioned either  alone  or  in  association  with  other  individ- 
uals, corporations  or  partnerships  and  including  federal, 
state,  county  and  municipal  bodies  and  authorities  and 
in  general  to  do  any  and  all  things  which  a natural 
person  could  do  or  which  now  or  hereafter  may  be 
authorized  by  law  and  in  general  to  do  and  perform  such 
acts  and  things  and  transact  such  business  in  connection 


with  the  foregoing  objects  not  inconsistent  with  law 
in  any  part  of  the  world;  and 

(k)  This  corporation  shall  not  engage  in  any  of  the 
activities  described  in  subparagraphs  (a)  through  (j) 
above  with  respect  to  any  county,  area  or  multi-county 
area  where  there  exists  a county,  area  or  a multi-county 
medical  foundation  unless  and  to  the  extent  such  county, 
area  or  multi-county  foundation  so  directs.  In  the  event 
a county  neither  has  a foundation  of  its  own  nor  is  a 
member  of  an  area  or  multi-county  foundation,  this 
corporation  shall  engage  in  the  activities  described  in 
subparagraphs  (a)  through  (j)  above  in  any  such  county 
only  if  and  to  the  extent  so  directed  by  the  county 
medical  society  of  such  county. 

ARTICLE  IV 

The  time  for  the  commencement  of  this  corporation 
shall  be  the  date  of  the  filing  of  these  Articles  of 
Incorporation  as  required  by  law  and  the  term  of  its 
corporate  existence  shall  be  twenty-five  (25)  years  there- 
after, with  privilege  of  renewal  as  provided  by  law. 
ARTICLE  V 

This  corporation  shall  be  a non-profit  corporation  and 
shall  have  no  stock,  and  no  dividends  or  pecuniary 
profits  shall  be  declared  or  paid  to  the  members  thereof 
or  to  any  other  private  individual,  and  all  of  its  earnings 
shall  be  used  to  further  the  purposes  of  this  corporation 
as  hereinabove  set  forth. 

ARTICLE  VI 

The  members,  officers  and  directors  of  the  corporation 
shall  not  be  individually  liable  for  the  corporation’s  debts 
or  other  liabilities,  and  the  private  property  of  such 
individuals  shall  be  exempt  from  any  corporate  debts 
or  liabilities. 

ARTICLE  VII 

The  control  and  management  of  the  affairs  of  this 
corporation  shall  be  vested  in  a board  of  directors  of 
not  less  than  three  nor  more  than  fifteen  members.  The 
names  of  those  selected  to  serve  beginning  with  the 
incorporation  of  this  corporation  and  until  their  succes- 
sors shall  be  chosen  are; 

Dr.  James  L.  Grobe,  President,  Arizona  Medical  Asso- 
ciation, Inc. 

Dr.  Patrick  P.  Moraca,  President,  Maricopa  Foundation 
for  Medical  Care 

Dr.  Christopher  A.  Guarino,  President,  Pima  Founda- 
tion for  Medical  Care,  Inc. 

The  above  directors  were  elected  at  a meeting  held 

in  Phoenix,  Arizona  on  the  day  of  , 

1972. 

Thereafter,  the  Board  of  Directors  shall  consist  of 
the  President  of  the  Arizona  Medical  Association,  Inc., 
and  the  presidents  of  each  county,  area,  or  multi-county 
foundation  for  medical  care  in  Arizona,  for  a term 
coterminus  with  such  director’s  term  as  president. 

The  members  of  the  Board  of  Directors  shall  elect 
from  among  themselves  a President,  a Secretary  and  a 
Treasurer,  and  such  other  officers  as  shall  be  designated 
by  the  members  from  time  to  time.  The  time  and  the 
place  of  the  annual  meeting  and  of  electing  said  officers 
and  the  terms  of  their  office  shall  be  fixed  by  the  By- 
laws. In  addition,  the  Board  may  select  an  administra- 
tive officer  who  need  not  be  a member  of  the  Board 
of  Directors  or  a member  of  any  county,  area  or  multi- 
county medical  foundation. 
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The  members  of  the  corporation  shall  consist  of  the 
members  of  all  county,  area,  or  multi-county  medical 
foundations  together  with  the  President  of  the  Arizona 
Medical  Association,  Inc. 

The  Board  of  Directors  shall  have  full  power  to 
adopt,  alter  and  amend  Bylaws  and  to  make  proper 
rules  and  regulations  for  the  transaction  of  the  affairs 
of  the  corporation. 

ARTICLE  VIII 

There  shall  be  such  class  or  classes  of  membership  as 
may  be  set  forth  and  provided  for  in  the  Bylaws  of 
this  corporation  together  with  such  voting  privileges  and 
other  privileges,  obligations  and  rights  as  therein  set 
forth. 

ARTICLE  IX 

No  member  shall  posses  any  property  right  in  or  to 
the  property  or  assets  of  the  corporation.  In  the  event 
of  the  dissolution  or  winding  up  of  the  corporation,  all 
assets  not  otherwise  disposed  of  and  not  subject  to  any 
trust  shall  be  given,  granted  and  conveyed  to  The 
Arizona  Medical  Association  Foundation;  or  in  the  event 
that  the  said  Arizona  Medical  Association  Foundation  is 
not  in  existence  and  does  not  have  a successor,  then 
said  assets  shall  be  conveyed  and  transferred  to  such 
non-profit,  charitable,  tax  exempt  organization  as  the 
Board  of  Trustees  of  this  corporation  shall  determine. 

ARTICLE  X 

These  Articles  of  Incorporation  may  be  amended  by 
the  affirmative  vote  of  a majority  of  the  members 
present  at  a meeting  called  for  that  purpose,  provided 
that  in  no  event  shall  Article  V hereof  be  altered  or 
amended  in  any  manner  whatsoever;  and,  provided  fur- 
ther, that  notice  of  proposed  amendment  or  amendments 
shall  be  given  by  written  notice  to  the  members  at  least 
ten  (10)  days  prior  to  said  meeting,  and  by  a publication 
once  a week  for  two  (2)  successive  weeks  prior  to  the 
meeting  in  a newspaper  of  general  circulation  in  the 
county  wherein  these  Articles  of  Incorporation  were 
published.  Amendments  shall  be  signed  and  acknowl- 
edged by  the  President  and  attested  by  the  Secretary 
of  the  corporation  and  shall  be  filed,  recorded  and  pub- 
lished as  articles  of  incorporation  of  private  corporations 
are  required  to  be;  provided,  however,  that  such  publica- 
tion can  be  dispensed  with  when  each  member  signs  a 
waiver  notice. 

ARTICLE  XI 

The  highest  amount  of  indebtedness  or  liability,  direct 
or  contingent,  to  which  this  corporation  may  be  subject 
at  any  one  time  shall  be  such  amount  or  amounts  as 
may  be  authorized  by  three-fourths  (%ths)  of  the  votes 
cast  with  respect  thereto  at  any  lawfully  held  meeting 
of  the  members  of  the  corporation  and  approved  by 
the  Arizona  Corporation  Commission. 

ARTICLE  XII 

This  corporation  does  hereby  appoint  Edward  Jacob- 
son of  Phoenix,  Arizona,  who  has  been  a bona  fide 
resident  of  the  State  of  Arizona  for  at  least  three  years, 
its  lawful  agent  in  and  for  the  State  of  Arizona  for  and 
on  behalf  of  said  corporation  to  accept  and  acknowl- 
edge service  of,  and  upon  whom  may  be  served,  all 
necessary  process  or  processes  in  any  action,  suit,  or 
proceeding  that  may  be  had  or  brought  against  said 


corporation  in  any  of  the  courts  in  said  State  of  Arizona, 
such  service  of  process  or  notice  or  the  acceptance 
thereof  by  said  agent  endorsed  thereon  to  have  the  same 
force  and  effect  as  if  served  upon  the  President  and 
Secretary  of  said  corporation. 

The  foregoing  appointment  may  be  revoked  at  any 
time  by  filing  an  appointment  of  a successor  agent. 

IN  WITNESS  WHEREOF,  we,  the  undersigned, 

have  hereunto  signed  our  names  this  day  of 

, 1972. 

NAME 

James  L.  Grobe,  M.D. 


Patrick  P.  Moraca,  M.D. 


Christopher  A.  Guarino,  M.D. 


STATE  OF  ARIZONA  ) 

) ss. 

County  of  Maricopa  ) 

On  this  the  day  of 

before  me,  the  undersigned  officer,  personally  appeared 
JAMES  L.  GROBE,  M.D.,  PATRICK  P.  MORACA, 
M.D.  and  CHRISTOPHER  A.  GUARINO,  M.D.,  known 
to  me  to  be  the  persons  whose  names  are  subscribed 
to  the  foregoing  instrument,  and  acknowledged  that 
they  executed  the  same  for  the  purposes  therein  con- 
tained. 

IN  WITNESS  WHEREOF,  I hereunto  set  my  hand 
and  official  seal. 


RESIDENCE  AND 
POST  OFFICE 
ADDRESS 
136  E.  Desert  Park 
Lane,  Phoenix,  Ariz. 
85020 

6042  N.  2nd  Street 
Phoenix,  Ariz.  85012 
6710  East  Opatas  Pi. 
Tucson,  Ariz.  85715 


Notary  Public 

My  Commission  Expires: 


BYLAWS 

OF 

UNITED  MEDICAL  CARE  FOUNDATIONS 
OF  ARIZONA,  INC. 

ARTICLE  I 
Name 

The  name  of  this  corporation  shall  be  UNITED 
MEDICAL  CARE  FOUNDATIONS  OF  ARIZONA, 
INC. 

ARTICLE  II 
Board  of  Directors 

Section  1.  The  control  and  management  of  the  affairs 
of  this  corporation  and  the  distribution  of  its  funds 
shall  be  vested  in  a Board  of  Directors  of  not  less  than 
three  members,  nor  more  than  fifteen  members. 

Section  2.  The  members  of  the  first  Board  of  Direc- 
tors are: 

James  L.  Grobe,  M.D. 

Patrick  P.  Moraca,  M.D. 

Christopher  A.  Guarino,  M.D. 

Section  3.  The  members  of  the  Board  of  Directors 
shall  be  the  President  of  the  Arizona  Medical  Association, 
Inc.  and  the  presidents  of  each  county,  area,  or  multi- 
county medical  foundation.  There  shall  be  no  limitation 
on  the  number  of  terms  to  which  a director  may  be 
elected. 
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Section  4.  The  term  of  each  director  shall  be  coter- 
minus with  such  director’s  term  as  president  of  the 
Arizona  Medical  Association,  Inc.,  or  as  president  of  a 
county,  area,  or  multi-county  foundation,  or  until  his 
successor  is  elected  and  qualified. 

Section  5.  The  Board  of  Directors  automatically  shall 
increase  or  decrease  in  number  provided  that  there  shall 
not  be  less  than  three  nor  more  than  fifteen  directors 
authorized  at  any  time.  The  basis  for  increase  shall  be 
to  install  as  a director  the  president  of  any  newly  created 
county,  area  or  multi-county  foundation  and  the  basis 
for  decrease  shall  be  to  eliminate  as  a director  the 
president  of  any  such  organization  which  ceases  to  exist. 

Section  6.  Any  vacancy  occurring  on  the  Board  of 
Directors  shall  be  filled  by  the  Board  of  Directors  by 
vote  of  the  majority  of  the  directors  present  at  a prop- 
erly called  meeting  of  the  Board,  and  the  director  elected 
to  fill  such  a vacancy  shall  serve  until  the  next  annual 
meeting  or  until  his  successor  is  elected  and  duly  quali- 
fied. 

Section  7.  A regular  annual  meeting  of  the  directors 
shall  be  held  on  the  first  Monday  in  January  of  each 
year,  beginning  with  the  year  1973,  in  the  City  of 
Phoenix,  Arizona,  or  at  any  other  place  within  or  with- 
out the  State  of  Arizona,  whenever  called  by  the  Presi- 
dent, a Vice  President,  or  by  a majority  of  the  Board. 
Notice  of  all  calls  and  meetings  of  the  Board  of  Direc- 
tors shall  be  as  provided  in  Artitcle  V of  these  Bylaws. 

Section  8.  Special  meetings  of  the  Board  of  Directors 
shall  be  held  at  the  time  and  place  in  the  City  of 
Phoenix,  Arizona,  or  at  any  other  place  within  or  without 
the  State  of  Arizona,  whenever  called  by  the  President, 
a Vice  President,  or  by  a majority  of  the  Board.  Notice 
of  all  calls  and  meetings  of  the  Board  of  Directors  shall 
be  as  provided  in  Article  V of  these  Bylaws. 

Section  9.  A quorum  for  the  transaction  of  business 
at  any  meeting  of  the  directors  shall  consist  of  a 
majority  of  the  Board  then  in  office. 

ARTICLE  III 
Officers 

Section  1.  Directors  shall  elect  the  officers  of  the 
corporation.  Such  election  shall  regularly  take  place  at 
the  annual  meeting  of  the  directors,  provided,  however, 
that  elections  of  officers  may  be  held  at  any  other  meet- 
ing of  the  Board  of  Directors.  The  officers  of  the  cor- 
poration shall  consist  of  a President,  if  needed,  a Vice 
President,  a Secretary  and  a Treasurer.  In  addition,  the 
Board  of  Directors  may  aappoint  one  or  more  Assistant 
Vice  Presidents,  Assistant  Secretaries  and/or  Assistant 
Treasurers  to  serve  at  the  pleasure  of  the  Board,  and 
such  officers  need  not  be  members  of  the  Board  of 
Directors  or  a member  of  any  county,  area,  or  multi- 
county foundation.  If  the  office  of  any  officer  becomes 
vacant  for  any  reason,  the  vacancy  shall  be  filled  by 
the  Board  of  Directors. 

Section  2.  The  Board  of  Directors  may  appoint  such 
other  officers,  in  addition  to  the  officers  in  this  Article 
III  expressly  named,  as  they  shall  deem  necessary,  who 
shall  have  such  authority  to  perform  such  duties  as 
may  be  prescribed  from  time  to  time  by  the  Board  of 
Directors  or  by  the  President. 

Section  3.  All  officers  and  agents  shall  be  subject  to 
removal  at  any  time  by  the  affirmative  vote  of  the 
majority  of  the  members  of  the  Board  of  Directors. 


Section  4. 

(a)  President.  The  President  shall  be  the  chief  execu- 
tive of  the  corporation.  He  shall  preside  at  all  meetings 
of  the  directors;  shall  be  ex-officio  a member  of  all 
standing  or  special  committees;  shall  have  general  charge 
of  the  activities  of  the  corporation;  and  shall  see  that 
all  resolutions  of  the  Board  are  carried  into  effect. 

(b)  Vice  Presidents.  In  the  event  the  corporation 
chooses  to  have  a Vice  President  or  Vice  Presidents, 
the  Vice  Presidents  in  the  order  of  their  seniority  shall 
in  the  absence  or  disability  of  the  President  perform  the 
duties  and  exercise  the  powers  of  the  President,  and 
shall  perform  such  other  duties  as  the  Board  of  Directors 
shall  prescribe. 

(c)  Secretary.  The  Secretary  shall  attend  all  sessions 
of  the  Board,  and  shall  record  the  minutes  of  all  pro- 
ceedings in  a book  to  be  kept  for  that  purposes.  He 
shall  give  or  cause  to  be  given  notice  of  all  meetings 
of  the  Board  of  Directors,  and  shall  take  care  of  all  cor- 
respondence under  the  supervision  of  the  President, 
and  shall  perform  such  other  duties  as  may  be  prescribed 
by  the  Board  of  Directors  or  the  President.  An  Assistant 
Secretary,  if  appointed,  shall,  in  the  event  of  the  Secre- 
tary’s absence  or  inability  to  act,  perform  the  duties  and 
functions  of  the  Secretary. 

(d)  Treasurer.  The  Treasurer  shall  have  the  custody 
of  the  corporation’s  funds  and  shall  keep  full  and 
accurate  accounts  of  receipts  and  disbursements,  and 
shall  deposit  all  moneys  and  other  valuable  effects  in 
the  name  and  to  the  credit  of  the  corporation  in  such 
depositories  as  may  be  designated  by  the  Board  of  Di- 
rectors. He  shall  disburse  the  funds  of  the  corporation 
as  may  be  ordered  by  the  Board,  demanding  proper 
vouchers  for  such  disbursements  and  shall  render 
to  the  President  and  directors  at  the  regular  meeting 
of  the  Board,  or  whenever  they  may  require,  an  account 
of  all  his  transactions  asa  Treasurer  and  of  the  financial 
condition  of  the  corporation.  The  Treasurer  may  be 
required  to  furnish  a surety  bond  in  the  amount  deter- 
mined by  the  Board,  the  premium  of  which  shall  be 
paid  by  the  corporation.  An  Assistant  Treasurer,  if 
appointed,  shall,  in  the  event  of  the  Treasurer’s  absence 
or  inability  to  act,  perform  the  duties  and  functions  of 
the  Treasurer. 

Section  5.  The  Board  of  Directors  may  engage  the 
services  of  such  other  employees,  including,  but  not 
limited  to,  an  Administrative  Officer,  Executive  Secre- 
tary and/or  Managing  Director,  as  may  from  time  to 
time  be  deemed  necessary  or  advisable  for  the  objects 
and  purposes  of  the  corporation.  Such  person  need  not 
be  a member  of  the  Board  of  Directors  or  a member 
of  any  county,  area,  or  multi-county  foundation. 
ARTICLE  IV 
Members 

The  members  shall  be  the  members  of  all  county, 
area,  or  multi-county  foundations  for  medical  care  in 
Arizona  together  with  the  President  of  the  Arizona 
Medical  Association,  Inc.,  and  shall  have  such  rights  and 
meetings  as  the  directors  may  from  time  to  time 
determine. 

ARTICLE  V 

Amendments 

The  Board  of  Directors  shall  have  power  to  make, 
amend,  and  repeal  the  Bylaws  of  the  corporation  by 
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vote  of  a majority  of  all  the  directors  present  at  any 
regular  or  special  meeting  of  the  Board,  provided  that 
written  notice  of  intention  to  make,  amend  or  repeal 
the  Bylaws  in  whole  or  in  part  shall  have  been  given 
at  the  last  preceding  meeting  or  in  the  notice  of  the 
meeting,  or  without  any  such  notice  by  vote  of  two- 
thirds  (2/3)  of  all  the  directors. 

ARTICLE  VI 

Calls  and  Notices  of  Meetings 

Section  1.  Notice  of  regular  and  special  meetings 
of  the  Board  of  Directors  shall  be  given  to  each  director, 
orally  or  in  writing,  at  least  twenty-four  hours  before 
the  time  fixed  for  the  meeting,  and  such  notice  shall 
advise  each  director  as  to  the  time,  place  and  general 
purpose  of  the  meeting,  and  shall  be  delivered  person- 
ally, or  by  telephone  or  telegram,  or  mailed,  postage 
prepaid,  to  each  director  at  his  last  post  office  address 
as  it  appears  on  the  books  of  the  corporation. 

Section  2.  Whenever  all  of  the  directors  shall  meet, 
such  meetings  shall  be  valid  for  all  purposes  without 
call  or  notice,  or  waiver  of  call  and  notice.  No  call  or 
notice  of  any  meeting  of  directors  shall  be  necessary 
if  waiver  of  call  and  notice  be  signed  by  all  of  the 
directors. 

It  was  moved  and  carried  that  the  Board  of  Directors 
endorse  the  above  Articles  and  Bylaws  and  steps  should 
be  made  to  complete  the  legal  incorporation  of  this 
organization. 

PROFESSIONAL  COMMITTEE 

Health  Education 

The  correspondence  between  this  Association  and 
the  State  Board  of  Education  regarding  health  education 
courses  were  reviewed.  Received  for  information. 
BOMEX  Statement  — Ampetamines 

The  following  letter  was  received  from  the  Arizona 
Board  of  Medical  Examiners: 

“You  will  be  interested  to  learn  that  the  Arizona 
Board  of  Medical  Examiners,  in  meeting  held  March 
25,  1972,  officially  adopted  the  following  policy: 
‘After  reviewing  available  data  and  information 
the  Arizona  Board  of  Medical  Examiners  has  con- 
cluded that  the  use  of  injectible  amphetamines  and 
other  sympathomimetic  drugs  in  the  treatment  of 
obesity  is  not  in  the  best  interest  of  patient  care 
and  that  because  of  the  potential  for  abuse  or 
dependency,  such  treatment  consitutes  a danger  to 
the  health,  welfare  and  safety  of  the  patient  and 
the  public. 

It  is  therefore  the  opinion  of  this  Board  that 
the  prescripton  of  such  treatment  constitutes  un- 
professional conduct  within  the  meaning  of  Arizona 
state  law.’ 

This  position  of  the  Board  will  be  publicized 
on  Tuesday,  March  28,  1972,  and  becomes  effective 
at  once.” 

Received  for  information. 

Law  Suits 

It  was  noted  that  the  Association  was  also  named 
along  with  BOMEX  in  a suit  filed  as  a result  of 
BOMEX’s  above  listed  statement.  It  would  appear  that 
the  Association’s  name  would  be  removed  but  it  is  too 
early  to  tell. 

AMA  DELEGATES  REPORT 

Dr.  Cloud  reported  on  a proposed  Delaware  Resolu- 


tion dealing  with  a constitution  change  providing  for 
two  delegates  from  states  with  less  than  one  thousand 
members.  It  was  determined  to  leave  the  matter  up  to 
the  delegates. 

MEDICAL  EDUCATION  COMMITTEE 

Accreditation  Program  — Pilot  Study 

It  was  moved  and  carried  that  this  Board  approve  the 
Medical  Education  Committee’s  recommendation  that 
we  engage  in  a pilot  program  of  accrediting  continuing 
medical  education  institutions  in  Arizona. 

It  was  moved  and  carried  that  the  Medical  Education 
Committee  be  encouraged  to  seek  out  federal  funds  to 
support  the  various  programs  initiated  by  the  com- 
mittee. 

Third  National  Conference  of  State  Medical 
Representatives  on  Continuing  Medical  Education 

It  was  moved  and  carried  to  approve  the  expense  of 
sending  one  member  of  the  committee  to  the  subject 
meeting. 

COMMUNICATIONS 

Woman’s  Auxiliary 

The  following  letter  was  received  from  the  Woman’s 
Auxiliary: 

“As  incoming  President  of  the  Woman’s  Auxiliary 
to  the  Arizona  Medical  Association,  I wish  to  ex- 
press our  thanks  for  your  generous  grant  of  $1,000 
which  will  assist  us  to  carry  out  our  planned  pro- 
grams for  1972-73. 

AMA-ERF  continues  high  on  our  list  of  programs 
as  a statewide  effort.  As  you  know,  many  thousands 
of  dollars  have  been  raised  in  the  past,  via  AMA- 
ERF,  and  we  hope  for  continued  success.  Other 
community  health  and  education  programs  are  be- 
ing continued  or  changed  according  to  the  needs 
of  our  towns  and  cities. 

A new  committee  this  year  will  be  that  of  Public 
Relations,  which  we  would  hope  would  be  a begin- 
ning in  an  effort  to  improve  the  image  to  the 
public,  of  both  the  physcian,  and  medicine  in 
general.  As  wives  of  hard-working,  conscientious 
physicians,  we  feel  this  is  a much-needed  part 
of  our  planning. 

I will  be  an  official  delegate  to  the  American 
Medical  Association  in  San  Francisco  in  June,  and 
also  plan  to  attend  the  Western  Regional  meeting 
in  Seattle,  plus  the  annual  workshop  in  Chicago, 
both  of  which  are  in  the  fall.  Five  other  members 
will  be  attending  some  of  these  meetings  and  new 
ideas  and  approaches  will  be  discussed  statewide 
at  a workshop  and  in  the  counties. 

We  would  certainly  like  to  thank  the  Arizona 
Medical  Association  for  all  of  the  cooperation  we 
have  always  received,  including  using  the  copying 
facilities  in  the  headquarters  building.  It  is  our 
understanding  that  the  use  of  the  new  addressing 
and  printing  machine  which  you  will  soon  be  instal- 
ling, will  also  be  available  to  us  on  a cost  basis. 
The  convenience  of  using  this  will  be  a very  real 
and  definite  help  to  the  Auxiliary. 

We  of  the  Auxiliary  deeply  appreciate  your  sup- 
port of  our  activities,  and  we  do  assure  you  of 
our  best  cooperation.” 

Received  as  edited. 
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OTHER  BUSINESS 

T.  C.  Harper,  M.D. 

The  honor  given  to  T.  C.  Harper,  M.D.,  by  the  Gila 
County  Reunion  was  brought  to  the  attention  of  the 
Board.  It  was  directed  that  a letter  of  congratulations 
be  directed  to  Dr.  Harper. 

Meeting  adjourned  11:35  a.m. 

Edward  Sattenspiel,  M.D. 
Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  in  the  Kudu  Room,  Safari 
Hotel,  4601  N.  Scottsdale  Road,  Scottsdale,  Arizona  on 
Saturday,  April  29,  1972,  a quorum  being  present, 
convened  at  12:10  p.m.,  John  J.  Standifer,  M.D.,  Presi- 
dent and  Chairman,  presiding. 

1974  ANNUAL  MEETING  SITE 

Discussion  ensued  regarding  the  plans  to  hold  the 
1974  Annual  Meeting  in  Tucson.  Dr.  Scott  reported 
that  there  has  been  a marked  delay  in  the  new  hotel 
construction. 

It  was  moved  and  carried  that  the  1974  meeting 
be  held  at  the  Safari  Hotel. 

ABORTION  INITIATIVE  MEASURE 

Dr.  Standifer  indicated  that  Gennaro  Licosati,  M.D. 
had  requested  the  Board  of  Directors  to  review,  and 
hopefully  change,  its  position  taken  on  the  Initiative 
Measure  obtained  by  the  “Arizonians  For  Abortion 
Reform”  on  May  6,  1971. 

It  was  moved  and  carried  that  this  matter  be  tabled. 

COMMITTEE  APPOINTMENTS 

Dr.  Standifer  submitted  his  recommended  committee 
appointments  as  follows: 

Articles  of  Incorporation  & Bylaws  Committee 


° Charles  E.  Henderson,  M.D.,  Chairman  1972-73 
s Arnold  H.  Dysterheft,  M.D.  1972-73 

* Paul  B.  Jarrett,  M.D.  1972-73 

* William  B.  Steen,  M.D.  1972-73 

0 Clarence  E.  Yount,  Jr.,  M.D.  1972-73 

Benevolent  and  Loan  Fund  Committee 
0 Daniel  T.  Cloud,  M.D.,  Chairman  1972-73/1972-75 
William  N.  Chloupek,  M.D.  1971-74 

Jack  M.  Layton,  M.D.  1970-73 

R.  Lee  Foster,  M.D.  1971-74 

0 William  C.  Scott,  M.D.,  Treasurer,  Specified  1972-73 
Cecil  C.  Vaughn,  Jr.,  M.D.  1970-73 

Finance  Committee 
° William  C.  Scott,  M.D.,  Treasurer, 

Chairman,  Specified  1972-73 

W.  Albert  Brewer,  M.D.  1971-73 

* Philip  E.  Dew,  M.D.  1972-75 

° V.  Eugene  Frazier,  M.D.  1972-75 

Seymour  I.  Shapiro,  M.D.  1971-74 

John  J.  Standifer,  M.D.  1971-73 

Max  L.  Wertz,  M.D.  1971-74 

Governmental  Services  Committee 

* Walter  R.  Eicher,  M.D.,  Chairman  1972-73/1972-75 

Clifton  J.  Alexander,  M.D.  1971-74 

° Stanford  F.  Farnsworth,  M.D.  1972-75 

Harold  N.  Gordon,  M.D.  1971-74 

Artell  Johnson,  M.D.  1971-74 


Louis  C.  Kossuth,  M.D. 

Alan  I.  Levenson,  M.D. 

Dermont  W.  Melick,  M.D. 

William  R.  Myers,  M.D. 

0 A.  J.  Ochsner,  II,  M.D. 

Dwight  H.  Porter,  Jr.,  M.D. 

Wallace  A.  Reed,  M.D. 

Marvin  C.  Schneider,  M.D. 

Samuel  A.  Smith,  M.D. 

Glen  H.  Walker,  M.D. 

Grievance  Committee 

* James  L.  Grobe,  M.D.,  Chairman,  Specified 
0 Walter  Brazie,  M.D. 
a Richard  E.  H.  Duisberg,  M.D. 

Norman  D.  Duley,  M.D. 

Carolyn  Gerster,  M.D. 

* Stuart  Holtzman,  M.D. 

William  W.  McKinley,  Jr.,  M.D. 

Albert  J.  Ochsner,  II,  M.D. 

Roland  F.  Schoen,  M.D. 

History  & Obituaries  Committee 
0 John  R.  Green,  M.D.,  Chairman,  Specified 
° Walter  Brazie,  M.D. 

John  W.  Kennedy,  M.D. 

Harold  W.  Kohl,  Sr.,  M.D. 

* Abe  I.  Podolsky,  M.D. 

Jay  L.  Sittterley,  M.D. 

MacDonald  Wood,  M.D. 

Legislative  Committee 
Richard  O.  Flynn,  M.D.,  Chairman  1972-73/1970-73 


* Richard  W.  Abbuhl,  M.D.  1972-75 

Richard  H.  Bruner,  M.D.  1971-74 

* John  W.  Curtin,  M.D.  1972-75 

Kenneth  A.  Dregseth,  M.D.  1971-74 

Lawrence  N.  Frazin,  M.D.  1971-74 

° Donald  F.  Griess,  M.D.  1972-75 

Louis  Hirsch,  M.D.  1970-73 

John  P.  Holbrook,  M.D.  1971-74 

* Terrence  W.  Hull,  M.D.  1972-75 

0 Marion  Jabczenski,  M.D.  1972-75 

John  F.  Kahle,  M.D.  1971-74 

Don  V.  Langston,  M.D.  1970-73 

° Meyer  Markovitz,  M.D.  1972-75 

° Fred  C.  Merkling,  M.D.  1972-75 

Robert  J.  Oliver,  M.D.  1970-73 

O.  Melvin  Phillips,  M.D.  1971-74 

Wilfred  M.  Potter,  M.D.  1971-74 

James  L.  Schamadan,  M.D.  1970-73 

Raymond  Vaaler,  M.D.  1971-74 

Dennis  Weiland,  M.D.  1971-74 

W.  Curtis  Wilcox,  M.D.  1970-73 


1971-74 

1970-73 

1970- 73 

1971- 74 

1972- 75 
1970-73 

1970- 73 

1971- 74 

1970- 73 

1971- 74 

1972- 73 
1972-75 
1972-75 

1971- 74 
1970-73 

1972- 75 

1970- 73 

1971- 74 

1970- 73 

1972- 73 
1972-75 

1971- 74 
1970-73 

1972- 75 
1970-73 
1970-73 


Medical  Economics  Committee 
° Richard  S.  Armstrong,  M.D., 

Chairman  1972-73/1972-75 

0 Francis  J.  Bean,  M.D.  1972-75 

Charles  M.  Bergschneider,  M.D.  1970-73 

B.  Robert  Burkhardt,  M.D.  1970-73 

Ian  M.  Chesser,  M.D.  1971-74 

Charles  F.  Dalton,  M.D.  1970-73 

* Wilbur  D.  Dice,  M.D.  1972-75 

° Kenneth  Dregseth,  M.D.  1972-75 

Charles  H.  Finney,  M.D.  1971-74 

William  B.  Helme,  M.D.  1971-74 
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Howard  N.  Kandell,  M.D. 

1971-74 

Public  Relations  Committee 

Gerold  Kaplan,  M.D. 

1970-73 

Morton  S.  Thomas,  III,  M.D., 

Patrick  P.  Moraca,  M.D. 

1971-74 

Chairman 

1972-73/1971-74 

ft 

Robert  Purpura,  M.D. 

1972-75 

Robert  W.  Brazie,  M.D. 

1971-74 

Wallace  A.  Reed,  M.D. 

1971-74 

Donald  E.  Clark,  M.D. 

1970-73 

Roger  E.  Wilcox,  M.D. 

1971-74 

ft 

Richard  L.  Jones,  M.D. 

1972-75 

Medical  Education  Committee 

Don  V.  Langston,  M.D. 

1971-74 

Robert  E.  T.  Stark,  M.D.,  Chairman 

1972-73/1971-74 

ft 

Charles  M.  Lofdahl,  M.D. 

1972-75 

ft 

Willis  H.  Bower,  M.D. 

1972-75 

William  W.  McKinley,  Jr.,  M.D. 

1970-73 

Melvin  L.  Cohen,  M.D. 

1971-73 

William  C.  Scott,  M.D. 

1971-74 

ft 

Raymond  J.  Jennett,  M.D. 

1972-75 

ft 

Selma  E.  Targovnick,  M.D. 

1972-75 

ft 

Richard  Johns,  M.D. 

1972-75 

Jack  H.  Wilson,  M.D. 

1970-73 

Jack  M.  Layton,  M.D. 

1971-74 

Publishing  Committee 

Dermont  W.  Melick,  M.D. 

1971-73 

o 

John  R.  Green,  M.D.,  Editor-in-Chief 

1972-73 

William  F.  Sheeley,  M.D. 

1971-74 

Chairman,  Specified 

David  D.  Smith,  M.D. 

1971-73 

Andre  J.  Bruwer,  M.D. 

1971-74 

ft 

David  C.  H.  Sun,  M.D. 

1972-75 

Walter  V.  Edwards,  Jr.,  M.D. 

1971-74 

ft 

Ashton  B.  Taylor,  M.D. 

1972-75 

Gerold  Kaplan,  M.D. 

1971-74 

ft 

Cecil  C.  Vaughn,  M.D. 

1972-75 

ft 

William  B.  McGrath,  M.D. 

1972-75 

ft 

Albert  G.  Wagner,  M.D. 

1972-75 

David  Pent,  M.D. 

1970-73 

Occupational  Health  Committee 

William  F.  Sheeley,  M.D. 
David  C.  H.  Sun,  M.D. 

1970-73 

1970-73 

Joseph  M.  Hughes,  M.D.,  Chairman 

1972-73/1971-74 

ft 

Floyd  K.  Berk,  M.D. 

1972-75 

Scientific  Assembly  Committee 

Allen  I.  Cohen,  M.D. 

1971-73 

Wilfred  M.  Potter,  M.D.,  Chairman 

1972-73/1971-74 

ft 

Sheldon  Davidson,  M.D. 

1972-75 

William  E.  Bishop,  M.D. 

1971-74 

ft 

N.  A.  Ehrmann,  M.D. 

1972-75 

ft 

W.  Scott  Chisholm,  Jr.,  M.D. 

1972-75 

Robert  B.  Leonard,  M.D. 

1971-74 

ft 

William  G.  Payne,  M.D.,  Vice-Pres.  Specified  1972-73 

Alfred  F.  Miller,  M.D. 

1971-73 

Milton  S.  Dworin,  M.D. 

1971-74 

Kent  L.  Pomeroy,  M.D. 

1971-73 

Vincent  A.  Fulginiti,  M.D. 

1970-73 

Florian  P.  Rabe,  M.D. 

1971-73 

ft 

T.  Richard  Gregory,  M.D. 

1972-75 

Eugene  J.  Ryan,  M.D. 

1971-74 

ft 

Thomas  F.  Hartley,  M.D. 

1972-75 

ft 

Sidney  L.  Stovall,  M.D. 

1972-75 

ft 

Thomas  Henry,  M.D. 

1972-75 

ft 

William  C.  Trier,  M.D. 

1972-75 

James  M.  Hurley,  M.D. 

1971-74 

Maier  I.  Tuchler,  M.D. 

1971-74 

Mark  M.  Kartchner,  M.D. 

1970-73 

Eugene  Leibsohn,  M.D. 

1971-74 

Procurement  & Assignment  Committee 

Philip  Levy,  M.D. 

1971-74 

ft 

Donald  K.  Bummire,  M.D.,  Chairman 

1972-73 

ft 

J.  Frank  Martin,  M.D. 

1972-75 

Central 

ft 

John  E.  Oakley,  M.D. 

1972-75 

ft 

Harry  C.  Smith,  M.D. 

1972-73 

Neopito  L.  Robles,  M.D. 

1970-73 

Southeastern 

ft 

W.  David  Rummel,  M.D. 

1972-75 

ft 

George  H.  Mertz,  M.D. 

1972-73 

W.  A.  Susong,  M.D. 

1970-73 

Central 

Luis  S.  Tan,  M.D. 

1971-74 

ft 

Jack  I.  Mowrey,  M.D. 

1972-73 

ft 

Oscar  A.  Thorup,  Jr.,  M.D. 

1972-75 

Northern 

Joseph  C.  White,  Jr.,  M.D. 

1971-74 

ft 

James  T.  O’Neil,  M.D. 

1972-73 

ft 

J.  Garland  Wood,  Jr.,  M.D. 

1972-75 

Southwestern 

Donald  Ziehm,  M.D. 

1971-74 

ft 

John  R.  Schwartzmann,  M.D. 

1972-73 

Southern 

Ad  Hoc  Committee  on  ArMA  Program  Development 

and  Administrative  Evaluation 

Professional  Committee 

ft 

W.  Albert  Brewer,  M.D.,  Chairman 

1972-73 

Albert  G.  Wagner,  M.D.,  Chairman 

1972-73/1970-73 

ft 

W.  Scott  Chisholm,  Jr.,  M.D. 

1972-73 

Robert  J.  Antos,  M.D. 

1970-73 

ft 

Richard  L.  Dexter,  M.D. 

1972-73 

Charles  D.  Connor,  M.D. 

1971-74 

ft 

George  W.  King,  M.D. 

1972-73 

ft 

Robert  I.  Cutts,  M.D. 

1972-75 

ft 

James  F.  Martin,  M.D. 

1972-73 

Robert  S.  Ganelin,  M.D. 

1970-73 

ft 

Joseph  W.  Hanss,  M.D. 

1972-75 

Ad  Hoc  Committee  on  Locum  Tenens 

ft 

George  T.  Hoffman,  M.D. 

1972-75 

and  Health  Manpower 

Harold  W.  Kohl,  Jr.,  M.D. 

1971-74 

ft 

Manus  R.  Spanier,  M.D.,  Chairman 

1972-73 

Laurence  M.  Linkner,  M.D. 

1970-73 

ft 

John  R.  Chamberlin,  Jr.,  M.D. 

1972-73 

William  G.  Payne,  M.D. 

1970-73 

ft 

Walter  V.  Edwards,  Jr.,  M.D. 

1972-73 

Hermann  S.  Rhu,  Jr.,  M.D. 

1971-74 

ft 

John  E.  Hildebrand,  M.D. 

1972-73 

Donald  F.  Schaller,  M.D. 

1970-73 

ft 

Thomas  W.  Jensen,  M.D. 

1972-73 

George  A.  Spendlove,  M.D. 

1971-74 

ft 

Louis  C.  Kossuth,  M.D. 

1972-73 

ft 

Neil  O.  Ward,  M.D. 

1972-75 

ft 

Marcus  M.  Marble,  Jr.,  M.D. 

1972-73 
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8 Dermont  W.  Melick,  M.D.  1972-73 

8 James  L.  Schamadan,  M.D.  1972-73 

8 David  D.  Smith,  M.D.  1972-73 

* Hugh  C.  Thompson,  Jr.,  M.D.  1972-73 

* Joseph  Whaley,  M.D.  19*72-73 

ArMPAC  Board  of  Directors 

8 Don  V.  Langston,  M.D.,  Chairman  1972-73 

8 James  A.  Austin,  M.D.  1972-73 

* Walter  Brazie,  M.D.  1972-73 

8 Richard  L.  Dexter,  M.D.  1972-73 

8 Arthur  V.  Dudley,  Jr.,  M.D.  1972-73 

8 John  R.  Green,  M.D.  1972-73 

8 Doyle  Hansen,  D.D.S.  1972-73 

0 Mrs.  Charles  E.  Henderson  1972-73 

0 Mrs.  Clare  W.  Johnson  1972-73 

8 John  F.  Kahle,  M.D.  1972-73 

* Paul  W.  Kliewer,  M.D.  1972-73 

* William  W.  McKinley,  M.D.  1972-73 

8 Eugene  A.  Savoie,  D.D.S.  1972-73 

* Mrs.  Thomas  H.  Taber,  Sr.  1972-73 

8 Mrs.  Louis  S.  Winter  1972-73 


8 Indicates  new  appointment  or  reappointment. 

It  was  moved  and  carried  to  approve  the  committee 
appointments  as  listed  above. 

Meeting  adjourned  12:26  p.m. 

Edward  Sattenspiel,  M.D. 
Secretary 


THE  ARIZONA  MEDICAL  ASSOCIATION, 
INC. 

JOINT  MEETING  OF  THE  AD  HOC 
COMMITTEE  ON  LOCUM  TENENS 
AND  HEALTH  MANPOWER  AND  THE 
GOVERNMENTAL  SERVICES 
COMMITTEE 

Meeting  of  the  Ad  Hoc  Committee  on  Locum  Tenens 
and  Health  Manpower  jointly  with  the  Governmental 
Services  Committee  of  the  Arizona  Medical  Association, 
Inc.,  held  Saturday,  May  6,  1972  at  810  W.  Bethany 
Home  Road,  Phoenix,  Arizona,  convened  at  1:39  p.m., 
Manus  R.  Spanier,  M.D.,  Chairman  of  the  Ad  Hoc 
Committee  on  Locum  Tenens  and  Health  Manpower, 
presiding. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Hilton,  Deputy  Director  of  the  National  Health 
Service  Corps,  outlined  the  background  and  function  of 
the  Corps.  He  reported  that  the  Corps  started  in  late 
1970.  The  legislation  was  one  of  the  shortest  in  history. 
The  basic  points  are: 


1.  The  Public  Health  Service  for  the  first  time  is 
placing  federal  physicians  in  areas  of  need  for 
medical  manpower. 

2.  The  assignees  were  required  to  collect  fees  for 
services  rendered. 

3.  The  assignees  placed  in  communities  would  re- 
ceive defense  by  the  Justice  Department  in  case 
of  malpractice  litigation. 

4.  Assignments  are  made  only  after  certification  of 
need  by  the  appropriate  professional  society,  in 
addition  to  a recommendation  for  placement. 

Mr.  Hilton  stated  that  the  key  to  the  whole  act  is  in 
the  last  sentence  of  the  preamble  which  reads:  “to 
encourage  health  personnel  to  practice  in  areas  where 
shortages  of  such  personnel  exist.”  This  statement  is 
the  guiding  principle  of  the  program.  Efforts  are  made 
to  select  communities  where  there  is  a good  chance  of 
the  assignees  staying  in  the  community  after  his  two-year 
assignment  is  finished.  Efforts  are  made  to  place  men 
where  they  have  support  of  the  communities,  especially 
the  medical  communities.  He  noted  that  the  program 
is  not  necessarily  restricted  to  economically  poor  areas. 

In  January  placements  have  been  made  in  some 
twenty  communities.  A second  placement  of  181  physi- 
cians will  be  made  soon.  He  indicated  that  the  com- 
munities were  rated  on  the  following  bases: 

1.  Need 

2.  Capacity  to  become  self-sufficient  and  keep  the 
assignees  in  ;the  (community 

3.  Factors  relating  to  Medicare  and  Medicaid 

4.  Other  insurance  coverage 

5.  Median  income 

6.  Unemployment  rate 

7.  Attitude  of  community 

8.  Information  from  previous  medical  services  in 
the  community 

9.  Physician-patient  ratio 

10.  Availability  of  resources,  transportation,  etc. 

MARANA-TOMBSTONE/BENSON- 
CASA  GRANDE  PROPOSAL 

Dr.  Nichols  reviewed  the  proposal  as  prepared  by  the 
College  of  Medicine.  Much  discussion  ensued,  questions 
asked  and  answered.  Several  recommendations  were 
made.  Several  motions  were  made  that  were  defeated. 

Dr.  Melick  made  the  following  statement: 

On  review  of  the  proposal  and  consideration  of  the 
ramifications  that  may  result  from  this  proposal,  I have 
concluded  that  the  following  recommendation  may  be 
in  order.  The  potential  for  an  explosive  fiasco  is  a very 
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real  danger  in  this  proposal.  I would,  therefore,  recom- 
mend that  the  proposal  be  cashiered  on  the  basis  that 
alternative  methods  need  exploration.  However,  in  rec- 
ognition that  abandonment  of  the  present  proposal  may 
have  repercussions  creating  even  greater  problems  than 
the  fiasco  heretofore  mentioned,  I would  recommend  a 
drastic  curtailment  of  the  proposal  to  be  reduced  to  two 
individuals,  both  physicians,  one  for  Benson  and  one  for 
Tombstone.  I am  quite  convinced  that  the  osteopathic 
physicians  with  an  assist  from  the  College  of  Medicine 
can  service  Marana  without  any  help  from  the  National 
Health  Service  Corps.  I am  equally  convinced  that  there 
can  be  an  alternative  solution  for  the  Job  College 
problem  at  Casa  Grande.  The  final  and  important  rec- 
ommendation is  for  the  placing  of  this  proposal  aside 
for  the  period  of  three  months  for  additional  study  with 
delay  of  finalizing  the  proposal  until  August  6,  1972. 

No  action  taken. 

It  was  noted  that  certificates  of  need  have  been 
received  from  the  three  county  medical  societies  in- 
volved in  the  application. 

It  was  moved  and  carried  that  this  committee  recom- 
mend to  the  Board  of  Directors  that  they  issue  a state- 
ment certifying  to  the  need  for  additional  medical 
services  in  the  subject  areas  as  set  forth  and  recom- 
mended by  the  county  medical  societies  involved. 

MARICOPA  COMMUNITY  HEALTH 
NETWORK 

The  request  for  a certificate  of  need  from  the  subject 
organization  was  reviewed.  It  was  noted  that  the  Mari- 
copa County  Medical  Society  had  approved  the  issu- 
ance of  a certificate  of  need  for  the  areas  specified. 

A motion  to  recommend  approval  of  a certificate  of 
need  was  defeated. 

PROCEDURE  FOR  FUTURE 
APPLICATIONS 

Discussion  ensued  on  establishing  procedures  and 
criteria  for  considering  future  applications  for  National 
Health  Service  Corps  personnel. 

Mr.  Schultz  indicated  that  the  Arizona  Osteopathic 
Medical  Association  would  be  most  nappy  to  cooperate 
in  any  way  it  can  in  developing  guidelines  and  criteria. 

It  was  moved  and  carried  that  this  committee  recom- 
mend to  the  Board  of  Directors  that  a study  committee 
be  established  to  suggest  criteria  and  guidelines  to 
assist  in  evaluating  future  National  Health  Service 
Corps  applications. 

Meeting  adjourned  4:25  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


YOU  MAY  BE  STRONG  AS  AN  OX, 
MRS.  HYDE,  BUT  YOU  ARE, SICK, 
NEVERTHELESS  ! 
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CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
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AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 
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George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Morton  S.  Thomas,  III, 
M.D.,  Chairman  (Wickenburg);  Robert  W.  Brazie,  M.D. 
(Scottsdale);  Donald  E.  Clark,  M.D.  (Tucson);  Richard  L. 
Jones,  M.D.  (Tempe);  Don  V.  Langston,  M.D.  (Phoenix); 
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Jr.,  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tucson);  Selma 
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(Prescott);  W.  A.  Susong,  M.D.  (Phoenix);  Luis  S.  Tan,  M.D. 
(Phoenix);  Oscar  A.  Thorup,  Jr.,  M.D.  (Tucson);  Joseph  C. 
White,  Jr.,  M.D.  (Phoenix);  J.  Garland  Wood,  Jr.,  M.D. 
(Flagstaff);  Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1972-73 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  P.O. 
Box  887,  Lakeside  85029. 

COCHISE:  John  Blaisdell,  M.D.,  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler,  M.D.,  President,  1355  N. 
Beaver,  Flagstaff  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff  86001. 

GILA:  David  B.  Gilbert,  M.D.,  President,  Physician’s  & Surgeons 
Clinic,  Payson  85541;  Thomas  B.  Jarvis,  M.D.,  703  Ash 
Street,  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D.,  503— 5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Lynn  Hilbun,  M.D.,  President,  Rt.  1,  Box  314, 
Morenci  88540;  J.  Deibert  Miller,  M.D.,  Secretary,  Morenci 
Hospital,  Morenci  85540. 

MARICOPA:  Patrick  P.  Moraca,  M.D.,  President;  Max  L.  Wertz, 
M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounseville,  M.D.,  President,  Mohave  General 
Hospital,  Kingman  86401;  Earl  Gilbert,  M.D.,  Secretary, 
Mohave  Co.  General  Hospital,  Kingman  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr.,  M.D.,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande  85222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  Dallas  C.  Allred,  M.D.,  President,  120  Grove  Ave., 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D.,  President,  2244  S.  Avenue  A.,  Yuma 
85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 


(Peggy) 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1972-73 

PRESIDENT  Mrs.  Charles  I.  Fisher 

352  West  Berridge  Lane,  Phoenix  85013 

PRESIDENT-ELECT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 

1st  VICE-PRESIDENT  Mrs.  Albert  J.  Ochsner  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

2nd  VICE-PRESIDENT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

RECORDING  SECY  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson  85718 

TREASURER  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR:  1971-73  Mrs.  Carl  Shrader,  Jr.  (Ginny) 

1615  Aztec,  Flagstaff  86001 

DIRECTOR:  1972-73  Mrs.  Charles  Henderson  (Nancy) 

5948  North  14th  Place,  Phoenix  85014 

DIRECTOR:  1972-74  Mrs.  Howard  Kimball  (Ella) 

414  West  North  view  Avenue,  Phoenix  85021 

CHAPLAIN  Mrs.  James  Fuzzell  (Beverly) 

615  West  Lawrence  Road,  Phoenix  85013 
CORRESPONDING  SECY  .....  .Mrs.  Thomas  Edwards  (Dottie) 
7033  N.  13th  Street,  Phoenix  85020 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe  85281 

PARLIAMENTARIAN  Mrs.  W.  Scott  Chisholm  (Jeanne) 

613  East  Vista  Avenue,  Phoenix  85020 


COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  William  Austin  (Aliene) 

496  Philomeno,  Flagstaff  86001 
Gila:  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 
Maricopa:  Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park  85340 
Pima:  Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson  85719 
Yavapai:  Mrs.  Ben  Whitman  (Alberta) 

Box  22,  VA  Center,  Prescott  86301 
Yuma:  Mrs.  William  Phillips  (Helen) 

633  8th  Avenue,  Yuma  85364 

CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEES 
1972-73 


AMA-ERF  Mrs.  William  Bishop  (Marion) 

211  South  Third,  Globe  85501 

BYLAWS  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 


COMMUNITY  HEALTH  EDUC Mrs.  Fred  Jensen  (Alice) 

310  East  McLellan  Road,  Phoenix  85012 
COMMUNITY  HEALTH  SERV.  . . Mrs.  Thomas  Hartley  (Martha) 
5600  East  Indian  Bend,  Scottsdale  85253 

CONVENTION  Mrs.  Ray  Fife  (Ruth) 

6315  North  20th  Street,  Phoenix  85016 

FINANCE.  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

GEMS  Mrs.  Jerry  Wetherell  (Helen) 

7029  North  2nd  Drive,  Phoenix  85021 

HAMER  EDUC.  LOAN  FUND Mrs.  Alvin  Swenson  (Vicki) 

5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

HOSTESS  Mrs.  Lewis  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 

INTERNATIONAL  HEALTH  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley  85253 

LEGISLATION  Mrs.  Thomas  Taber,  Sr.  (Dorothy) 

1919  East  Rovey  Circle,  Phoenix  85016 

TEMPE,  MESA,  CHANDLER  LIAISON  

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe  85282 
ORGANIZATION  & MEMBERSHIP.  . . .Mrs.  Albert  Ochsner  (Jo) 
630  East  26th  Place,  Yuma  85364 
PROCEDURES  & GUIDELINES . . Mrs.  Robert  Price  (Dorothy) 


163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

PUBLICATIONS  Mrs.  Robert  McCarver  (Betty) 

6530  North  61st  Street,  Paradise  Valley  85253 
PUBLIC  RELATIONS  Mrs.  James  Globe  (June) 


^ 136  East  Desert  Park  Lane,  Phoenix  85013 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Avenue,  Phoenix  85014 

WASAMA  Mrs.  John  Hayes  (Shirlee) 

717  West  El  Camino,  Phoenix  85021 
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Our  new 

computerized  billing  system 
would  like  to  say  a few  words 
to  you  doctors... 

A computer  that  talks. 

We  call  it  VOICE  . . . Valley  Bank’s  On-line 
Information  Center. 

The  same  computer  system  that  handles  all 
your  medical  billing  . . . can  talk  to  you  about  it. 

In  a human  voice. 

VOICE  is  a genuine  improvement  in  computer- 
billing systems.  Wasted  time  is  gone.  And  you  get 
your  balance  immediately.  Right  over  the  phone. 

You  can  talk  to  the  VOICE-system  over  your 
touch-tone  telephone.  To  balance  your  transactions, 
and  if  you  want  to  double-check  some  facts  and 
figures,  VOICE  will  find  them  and  repeat  them  for 

Business  Systems  Division 


you.  Not  on  paper.  Not  several  days  later.  But  now. 
In  a voice.  A human  voice. 


It  can  make  one  of  the  least  in- 


teresting parts  of  your  practice  . . . very  interesting. 


For  information,  call  261-1665  in  Phoenix  or 
792-7370  in  Tucson. 


Valiev  Bank 


Uledical  Center  OC-tfay  and  Clinical  iahratertf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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SOMETHING 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Lsabil it> 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 

Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Comp) 

HARTFORD.  CONNECTICUT 


The 


yOU  WORKED  HARD 


if  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  * 
(602)  945-933* 


WEBSTER 

DICTIONARIES 

Library  size,  1971  edition,  brand  new,  still  in 
box.  Cost  new:  $45.00 

Will  Sell  for  $15 

Deduct  1 0%  on  orders  of  6 or  more. 


Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept. 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will  deposit.  Pay  balance 
plus  C.O.D.  shipping  on  delivery.  Be  satisfied  on  inspection 
or  return  within  10  days  for  full  refund.  No  dealers,  each 
volume  specifically  stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling.  New  York  State 
residnets  add  applicable  sales  tax. 


Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 
Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody, M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


general  psychiatry  and  neurology 
child  psychiatry 
psych  -*  + y 

clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 
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Tlie 


XJes^s. 


DUKE  GASKlNS,M.D.ce  ^ 

cal  director.  hba 


for  you  and  Y°U^heaindu5t.ry, 

3A  has  Procedure  « 

ne  simple^  erage.  . 

or  individual  95?,  of  olaiBS 

, it  that  way— ior 

fouSwP^16'  claims  informa- 

niring  addiiE°  forms, 

sr  ^ESSays-s*  - - 

allows  us  v° 

as  well-  13  appre  = iated ' 

your  continued  cooperatio 


THE 


LIFE 


, 


INSURANCE  COMPANY 

GROWING  WITH  THE  ELEVEN  WESTERN  STATES 


SOME  HOSPITALS 

TRY  TO  CREATE  A 
RESORT  ATMOSPHERE 


u 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

Caipelbaek  Hospital 

An  instrument  for  healing ” 5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


MEDICAL 

INC. 


.rest  include: 

Ltegtion 

| WIVES 
gjHEAO  EXPENSE 
HLsement 


*,  '«r. 


Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


This  symbol  means 
both  the  patient  and  the  doctor 
will  always  be  treated  right. 


The  double-pointed  red  arrow  is 
the  symbol  for  Blue  Shield’s  new 
Reciprocity  system.  It’s  a national 
concept  for  paying  claims  for  out-of- 
area subscribers.  Usual,  customary 
and  reasonable  payment  will  be  made 
directly  to  you  only  by  your  local  Blue 
Shield  Plan  no  matter  where  the  pa- 
tient is  from. 

Reciprocity  eliminates  the  need 
for  billing  subscribers  or  Blue  Shield 
Plans  from  another  area.  No  unfa- 


miliar claims  forms.  No  unnecessary 
wait  for  payment. 

Recognize  Blue  Shield’s  Reci- 
procity symbol.  It  points  the  way  to 
faster  and  more  efficient  payment, 
because  now  we  make  the  payment 
first.  The  paperwork  comes  later,  and 
we’ll  take  care  of  that. 

For  complete  details  on  just  how 
Reciprocity  works,  contact  your  local 
Blue  Shield  Plan’s  Professional  Re- 
lations Department. 


ARIZONA 

Blue  Shield 


More  concerned  than  ever* 
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Classified 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


FOR  SALE 

Two  acres  of  land  on  Highway  60  on  edge  of 
town  and  farming  community  where  you  can 
breathe  the  air  and  drink  the  water.  Building 
could  easily  be  adapted  into  doctor's  offices  as 
there  is  no  physician  within  60  miles.  Reason- 
able terms.  Write:  Welcome  Motel,  P.  O.  Box 
285,  Salome,  Arizona. 


PHYSICIAN  NEEDED 

Physician  for  part-time  position  in  general  med- 
ical clinic  at  Green  Valley,  Arizona.  For  details 
please  call:  Carl  Hayden  Community  Hospital, 
623-9461,  Ext.  47  or  25. 


OFFICE  SPACE  FOR  RENT 

Ideal  for  family  physician  or  internist,  750  sq. 
feet,  directly  across  from  Scottsdale  Memorial 
Hospital.  $360.00  per  month  available  imme- 
diately. For  more  information  call  946-9144. 


NOW,  AVAILABLE  FROM  ArMA 

Omc  insurance  ^ 

‘"Jor  <z/tll  CZlau 


orm 


laims 


ORDER  YOURS  TODAY  AND  STOP  THE 
CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 


samples  available  on  request 

COST:  $1 .50  per  hundred 


To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

Phoenix,  AZ.  85013 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.50  per  hundred. 

Name  

Address  

Bill  Me:  □ Payment  Enclosed:  □ 


ARIZONA  MEDICINE 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Future 

Medical  Meetings 


CANCER  OF  THE  DIGESTIVE  TRACT 

July  20-22,  1972 

Paepcke  Auditorium  Aspen  Institute 
For  Humanistic  Studies 

SPONSOR:  American  Gastroenterological  Association 

CONTACT: 

Howard  M.  Spiro,  M.D. 

333  Cedar  Street 
New  Haven,  Conn.  06510 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


*ScoHsdalc  call 
Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


SiM&g  ffBO' 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

Me  STORE 
111  3&S9B  STOKE 

mm  n.  m st. 

DON  BRISCOE  - PHARMACIST 


COCONINO  COUNTY 
SUMMER  MEDICAL  SEMINAR 

July  29-30,  1 972 
Flagstaff,  Arizona 

SPONSOR:  Coconino  County  Medical  Society 

CONTACT 

Jerry  G.  Martin,  M.D. 

1355  N.  Beaver 
Flagstaff,  Arizona  86001 

Approved  for  6 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


OTOLOGIC  SEMINARS 

Monthly 

SPONSOR:  Arizona  Society  of  Otolaryngology 

CONTACT: 

R.  D.  Zonis,  M.D. 

7301  4th  Street 
Scottsdale,  AZ 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 


SPONSOR:  Arizona  Regional  Medical  Program  & Veteran* 
Administration. 

CONTACT: 

F.  C.  Lepperd,  Jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved  for  72  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 
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